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Abstract 
How we understand and talk about breast cancer within Western society is shaped by current 
neoliberal constructions of health and illness, specifically, the ‘pink ribbon culture’ of breast cancer. 
The aim of this thesis is to critically examine the pink ribbon culture and to consider the 
implications for the subjectivity of women dealing with the illness, that is, how they can respond to, 
and make meaning of, breast cancer. I take a feminist post-structuralist approach to analyse the 
construction of breast cancer and the positioning of women with breast cancer within particular 
social and discursive contexts. This thesis involves two studies: the first being a multimodal critical 
discourse analysis (MCDA) of the presentation of information and support services on Australian 
breast cancer websites, and the second being a discursive analysis of stories of having breast cancer, 
from 27 women who come from various minority backgrounds.  
The first chapter outlines the focus of the thesis and briefly describes the neoliberal 
construction of breast cancer, specifically, through the pink ribbon culture. As I argue in this 
chapter, and throughout the thesis, the pink ribbon culture shapes and constrains how breast cancer 
is currently understood and experienced in Western society. Chapter two provides a detailed 
explanation of feminist post-structuralism, as a lens through which to examine the social 
construction of breast cancer and women’s illness accounts. This chapter additionally outlines the 
methodological principles of critical health psychology and critical discursive psychology, which 
together provide the methodological basis of this thesis.  
In this thesis, the pink ribbon culture is conceptualised as an ‘illness culture’ that is made up 
of, and resourced by, various neoliberal discourses and practices. Chapter three presents a critical 
discursive analysis to introduce and review some of the discourses and practices that make up the 
pink ribbon culture, with a focus on the discourses of ‘optimism’ and ‘individual responsibility and 
empowerment’. The purpose of this discursive review is to illustrate the social and discursive 
contexts in which the two studies of this thesis are located. This is demonstrated through a review of 
breast cancer literature and current materials that are offered, or relate, to women with breast cancer 
in Australia (e.g., newspaper articles, breast cancer resources, public health campaigns). Through 
this review, I firstly illustrate the focus on white, heterosexual, middle-class women within the pink 
ribbon culture. Secondly, I highlight the implications of this focus for the emphasis and value that is 
placed on women’s responsibility regarding their bodies and their health.  
Chapter four provides a methodological discussion about MCDA. I argue that this method 
can provide the tools with which to analyse how breast cancer is discursively constructed on the 
websites of Australian breast cancer organisations through the presentation of information and 
support services. I illustrate this discussion through a brief analysis of a neoliberal message that I 
identified across the websites – that women can ‘live well with breast cancer’.  
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Chapter five presents an MCDA of the Australian breast cancer websites, with a focus on 
considering what space is provided for women who are in various minority groups. I discuss the 
presentation of information and support services in light of the concept of ‘cultural competence’, 
which involves the promotion of cultural ‘diversity’ and ‘inclusivity’ in health care. Websites can 
sometimes appear to address women who do not occupy mainstream socio-economic positions. 
However, as I argue in this chapter, the very idea of cultural ‘diversity’ can reinforce existing norms 
in current approaches to breast cancer support.  
Chapter six consists of a thematic discourse analysis of how women ‘account’ for the 
diagnosis of breast cancer and how they position themselves in relation to their illness and their 
health in general. This analysis is based on interviews with 27 women who have had breast cancer 
and who identify with minority positions. Given the theoretical basis of this thesis, my analysis 
focuses on how women’s talk of breast cancer is socially constructed and how women play an 
active role in reproducing, reconstructing, or resisting social and discursive constructions of breast 
cancer. The focus of this analysis is on how women orient to the discourse of ‘individual 
responsibility and empowerment’ and how this discourse shapes and constrains their talk of ‘health’ 
and ‘risk’ in relation to cancer. 
Chapter seven concludes the thesis, building on the previous chapters to present a discussion 
regarding how breast cancer is socially constructed and how women with the illness are positioned, 
and position themselves, in light of prevailing discourses and practices that make up the pink ribbon 
culture. Through discourses such as ‘individual responsibility and empowerment’, women are 
positioned as empowered, as proactive in coping with their illness, and as ‘good’ ‘health 
consumers’ who can inform themselves of the illness and how to deal with it. Simultaneously, 
women are positioned through this discourse as responsibilised, self-managing individuals who 
have a duty to engage in self-care practices. Further, a central argument of this thesis is that 
neoliberal values of individualism, consumerism, and self-determination are perpetuated through 
the focus on white, heterosexual, middle-class women’s experiences. The emphasis that is placed on 
individual responsibility leads to a risk of ignoring social and economic factors that shape illness 
experiences and access to health care. This thesis therefore presents a more nuanced – rather than 
celebratory – analysis of this illness culture. 
 
 
 
iv 
 
Declaration by Author 
 
This thesis is composed of my original work, and contains no material previously published or 
written by another person except where due reference has been made in the text. I have clearly 
stated the contribution by others to jointly-authored works that I have included in my thesis. 
 
I have clearly stated the contribution of others to my thesis as a whole, including statistical 
assistance, survey design, data analysis, significant technical procedures, professional editorial 
advice, and any other original research work used or reported in my thesis. The content of my thesis 
is the result of work I have carried out since the commencement of my research higher degree 
candidature and does not include a substantial part of work that has been submitted to qualify for 
the award of any other degree or diploma in any university or other tertiary institution. I have 
clearly stated which parts of my thesis, if any, have been submitted to qualify for another award. 
 
I acknowledge that an electronic copy of my thesis must be lodged with the University Library and, 
subject to the General Award Rules of The University of Queensland, immediately made available 
for research and study in accordance with the Copyright Act 1968. 
 
I acknowledge that copyright of all material contained in my thesis resides with the copyright 
holder(s) of that material. Where appropriate I have obtained copyright permission from the 
copyright holder to reproduce material in this thesis. 
 
 
v 
 
Publications during Candidature 
 
Journal papers: 
Gibson, A., Lee, C., & Crabb, S. (in press). Representations of women on Australian breast cancer 
websites: Cultural ‘inclusivity’ and marginalisation. Journal of Sociology. Accepted 21st 
October 2014. 
 
Gibson, A., Lee, C., & Crabb, S. (in press). Reading between the lines: Applying multimodal 
critical discourse analysis to online constructions of breast cancer. Qualitative Research in 
Psychology. Accepted 28th July 2014. 
 
Gibson, A. F., Lee, C., & Crabb, S. (2014). ‘If you grow them, know them’: Discursive 
constructions of the pink ribbon culture of breast cancer in the Australian context. Feminism 
& Psychology. Accepted 15th May 2014. doi: 10.1177/0959353514548100 
 
Conference presentations: 
 
Gibson, A., Lee, C., & Crabb, S. (February, 2014). ‘It’s not just Mary Jo with three kids: ‘Socially 
diverse’ women’s accounts of breast cancer in Australia. Australasian Society for 
Behavioural Health & Medicine. Auckland, New Zealand. 
 
Gibson, A., Lee, C., & Crabb, S. (July, 2013). Negotiating the pink ribbon culture: Socially diverse 
women’s experiences of breast cancer in Australia. International Society of Critical Health 
Psychology, Bradford, United Kingdom. 
 
Gibson, A., Lee, C., & Crabb, S. (February, 2013). ‘They tell us...’: Are Australian breast cancer 
websites inclusive of women from diverse backgrounds? Discourse and Narrative 
Symposium: Stigma and Exclusion in (Cross-) Cultural Contexts. Brisbane, Australia. 
 
Gibson, A., Lee, C., & Crabb, S. (February, 2012). The pink ribbon culture: Constructions of the 
breast cancer experience. Australasian Society for Behavioural Health & Medicine, 
Melbourne, Australia. 
 
 
 
vi 
 
Invited presentations: 
 
Gibson, A., Lee, C., & Crabb, S. (May, 2013). ‘They tell us...’: Are Australian breast cancer 
websites inclusive of women from diverse backgrounds? Queensland Institute of Medical 
Research. Brisbane, Australia. 
 
Gibson, A., Lee, C., & Crabb, S. (May, 2012). The pink ribbon culture: Constructions of the breast 
cancer experience. BreaCan: Breast & gynaecological cancer service, Melbourne, 
Australia. 
  
Publications Included in this Thesis 
 
1. Gibson, A. F., Lee, C., & Crabb, S. (2014). ‘If you grow them, know them’: Discursive 
constructions of the pink ribbon culture of breast cancer in the Australian context. Feminism & 
Psychology. Accepted 15th May 2014. doi: 10.1177/0959353514548100  
– incorporated as chapter 3. 
Contributor Statement of contribution 
Gibson, A. F. 
(Candidate) 
Conducted the review of research literature and lay materials (80%) 
Wrote the manuscript (60%) 
Lee, C.  Conducted the review of research literature and lay materials (10%) 
Wrote the manuscript (20%) 
Crabb, S. Conducted the review of research literature and lay materials (10%) 
Wrote the manuscript (20%) 
 
2. Gibson, A., Lee, C., & Crabb, S. (in press). Reading between the lines: Applying multimodal 
critical discourse analysis to online constructions of breast cancer. Qualitative Research in 
Psychology. Accepted 28th July 2014. 
– incorporated as chapter 4. 
Contributor Statement of contribution 
Gibson, A. 
(Candidate) 
Designed the study and applied the method (80%) 
Wrote the manuscript (60%) 
Lee, C.  Designed the study and applied the method (20%) 
Wrote the manuscript (20%) 
Crabb, S. Wrote the manuscript (20%) 
vii 
 
 
3. Gibson, A., Lee, C., & Crabb, S. (in press). Representations of women on Australian breast 
cancer websites: Cultural ‘inclusivity’ and marginalisation. Journal of Sociology. Accepted 21st 
October 2014. 
– incorporated as chapter 5. 
Contributor Statement of contribution 
Gibson, A. 
(Candidate) 
Designed the study and applied the method (80%) 
Wrote the manuscript (60%) 
Lee, C.  Designed the study and applied the method (20%) 
Wrote the manuscript (20%) 
Crabb, S. Wrote the manuscript (20%) 
 
Under Review: 
1. Gibson, A., Lee, C., & Crabb, S. (Under review). ‘Take ownership of your condition’: 
Australian women’s health and risk talk in relation to their experiences of breast cancer. 
Health, Risk, & Society. 
– incorporated as chapter 6. 
Contributor Statement of contribution 
Gibson, A. 
(Candidate) 
Designed and conducted the study (90%) 
Analysed and interpreted the data (80%) 
Wrote the manuscript (70%) 
Lee, C.  Designed and conducted the study (10%) 
Analysed and interpreted the data (10%) 
Wrote the manuscript (15%) 
Crabb, S. Analysed and interpreted the data (10%) 
Wrote the manuscript (15%) 
 
 
viii 
 
Contributions by Others to the Thesis 
 
Contribution was made by my advisors Professor Christina Lee and Dr Shona Crabb to the seven 
papers and manuscripts that form chapters 1 - 7. Professor Christina Lee and Dr Shona Crabb also 
contributed to the overall conception and design of the programme of work, and to critical revision 
of this thesis. Adam Bulley and Rachel Stols assisted with the transcription of interviews. Tracy 
Morison and Prof Margaret Wetherell provided comments on an earlier draft of chapter 2. Britta 
Wigginton provided comments on an earlier draft of the paper that forms chapter 5. 
 
Statement of Parts of the Thesis Submitted to Qualify for the Award of another 
Degree 
 
None. 
 
ix 
 
Acknowledgements 
 
I would firstly like to thank the women who generously gave their time to share their stories and 
who had to relive their experiences for this research. Thank you also to the organisations, Breast 
Cancer Care WA, Cancer Australia, Breast Cancer Network Australia (BCNA), and BreaCan for 
agreeing to be a part of this research. Thanks to all the community groups for advertising the 
research, and special thanks to the staff at BCNA, BreaCan, and Cancer Voices for their assistance 
in advertising this research, and for sharing their knowledge and experience in this area with me.  
 
Thank you to the University of Queensland for the International fee waiver scholarship, for the 
University of Queensland LGBTIQ Bursary, and for the Graduate School International Travel 
Award. Thanks also to members of the International Society of Critical Health Psychology, the UQ 
Qualitative Health Network, and the Gender & Critical Psychology Group at the University of 
Auckland for ongoing mentorship. 
 
My particular thanks to Christina Lee and Shona Crabb for the continual intellectual and emotional 
support during my PhD and for going far beyond your roles as ‘supervisors’. I consider it a 
privilege to have worked with you both, and I am grateful for the roles you have played in shaping 
my development as a critical feminist researcher. Christina, my utmost thanks goes to you for your 
unending supply of support, starting from your warm welcome of me to Australia and right through 
the personal and financial challenges I faced while trying to continue doing my PhD. 
 
Thank you to all of the friends who have supplied me with a constant source of support, 
encouragement, coffee breaks, and suffered through my streams of consciousness. In particular, I’d 
like to thank Britta, Dani, Claire, Megan, Divo, Maryam, and all the members of the Critters Group. 
I am also so grateful for my other friends who are spread far and wide, especially Rachel and Tracy, 
who have supported me throughout this thesis. 
 
Lastly, I want to thank my family in Australia and South Africa. Mum, thanks for your 
unconditional belief in me, for the support you give me on a daily basis – through food, love, or 
words of affirmation. Although my father is no longer physically with me, I am grateful for all that I 
learnt from him. Susie, I promised you at least two sentences, but you deserve so much more for all 
the love and support you have given me right through my Honours, my Master’s, and now my PhD. 
Thank you for believing in me and loving me enough to follow me across the world so that I could 
fulfil my dreams.  
x 
 
Keywords 
 
Breast cancer, discourse analysis, pink ribbon culture, minority groups, neoliberalism 
 
Australian and New Zealand Standard Research Classifications (ANZSRC) 
 
ANZSRC code: 170106 Health, Clinical and Counselling Psychology (60%) 
ANZSRC code: 160899 Sociology not elsewhere classified (40%) 
 
Fields of Research (FoR) Classification 
 
FoR code: 1701, Psychology, 60% 
FoR code: 1608, Sociology 40% 
 
 
xi 
 
Table of Contents 
Page 
Title Page………………………………………………………………………………………….......i 
Abstract………………………………………………………………………………………………ii 
Declaration by Author……………………………………………………………………………….iv 
Publications during Candidature……………………………………………………………………..v 
Publications Included in this Thesis…………………………………………………………………vi 
Contributions by Others in this Thesis……………………………………………………………..viii 
Statement of Parts of the Thesis Submitted to Qualify for the Award of another Degree…………viii 
Acknowledgements……………………………………………………………………………….....ix 
Keywords…………………………………………………………………………………………….x 
Australian and New Zealand Standard Research Classifications (ANZSRC)……………………….x 
Fields of Research (FoR) Classification……………………………………………………………...x 
Table of Contents……………………………………………………………………………………xi 
List of Figures……………………………………………………………………………………...xiv 
List of Tables………………………………………………………………………………………..xv 
List of Abbreviations…………………………………………………………………….................xvi 
 
CHAPTER 1: ‘Managing’ Breast Cancer in a Neoliberal Context…………………….1 
1.0. Introduction…………………………………………………………………………………..1 
1.1. Historical Development of the Pink Ribbon Culture…………………………………………2 
1.1.1. The cancer victim……………………………………………………………………...3 
1.1.2. The responsible individual…………………………………………………………….4 
1.1.3. Women’s health movement……………………………………………………………5 
1.1.4. HIV/AIDS activism……………………………………………………………………6 
1.1.5. Self-help movement……………………………………………………………………7 
1.1.6. The pink ribbon culture – what is it?…………………………………………………..9 
1.2. Neoliberal Constructions of Health and Illness……………………………………………..11 
1.3. Theoretical Perspective of the Thesis……………………………………………………….12 
1.4. Outline of the Thesis………………………………………………………………………...13 
 
CHAPTER 2: Theoretical and Methodological Framework…………………………..16 
2.0. Introduction………………………………………………………………………………….16 
xii 
 
2.1. Feminist Post-Structuralism…………………………………………………………………16 
2.1.1. Language……………………………………………………………………………...17 
2.1.2. Knowledge, discourse, and power……………………………………………………18 
2.1.3. Agency and subjectivity……………………………………………………………...20 
2.1.4. ‘Tensions’ between feminism and post-structuralism………………………………..21 
2.2. Research Framework: Critical Health Psychology………………………………………….23 
2.2.1. A discursive approach to breast cancer………………………………………………24 
2.2.2. Critical discursive psychology………………………………………………………..25 
2.2.3. Research questions and structure……………………………………………………..25 
2.3. Study 1 – A Multimodal Critical Discourse Analysis of Australian Breast Cancer 
Websites………………………………………………………………………………………….27 
 2.3.1. Choosing and assessing the websites…………………………………………………27 
 2.3.2. Analysing the websites from a multimodal critical discursive perspective…………..29 
2.4. Study 2 – Accounting for Breast Cancer: Women’s Accounts of Breast Cancer in 
Australia……………………………………………………………………………………..31 
 2.4.1. Collecting women’s stories of breast cancer…………………………………………31 
 2.4.2. Participant characteristics…………………………………………………………….32 
 2.4.3. Interview process……………………………………………………………………..33 
 2.4.4. Transcription and coding……………………………………………………………..36 
 2.4.5. Discursive analysis of women’s accounts of breast cancer…………………………..37 
   2.4.5.1. Identity work and subject positions…………………………………………..38 
2.5. Translating Research into Practice………………………………………………………….39 
 2.5.1. Attempting social change…………………………………………………………….40 
 2.5.2. Ethical practice……………………………………………………………………….41 
 2.5.3. Balancing ethical principles with critical goals………………………………………42 
2.6. Conclusion…………………………………………………………………………………..44 
 
CHAPTER 3: ‘If You Grow Them, Know Them’: Discursive Constructions of the 
Pink Ribbon Culture of Breast Cancer in the Australian Context………………….45 
 
CHAPTER 4: Reading between the Lines: Applying Multimodal Critical Discourse 
Analysis to Online Constructions of Breast Cancer……………………………………68 
 
CHAPTER 5: Representations of women on Australian breast cancer websites: 
Cultural ‘inclusivity’ and marginalisation………………………………………………90 
xiii 
 
 
CHAPTER 6: ‘Take Ownership of your Condition’: Australian Women’s Health 
and Risk Talk in Relation to their Experiences of Breast Cancer………………..116 
 
CHAPTER 7: Conclusion…………………………………………………………………….140 
7.0. Introduction………………………………………………………………………………...140 
7.1. The Pink Ribbon Culture of Breast Cancer………………………………………………..140 
7.2. Aims of this Thesis………………………………………………………………………...142 
7.3. Overview of the Studies……………………………………………………………………143 
7.3.1. Study one……………………………………………………………………………143 
7.3.2. Study two……………………………………………………………………………146 
7.4. Directions for Future Research…………………………………………………………….150 
7.5. Reflections of the Researcher……………………………………………………………...151 
7.6. Conclusion…………………………………………………………………………………153 
 
References……………………………………………………………………………………..154 
 
Appendices…………………………………………………………………………………….162 
Appendix 1 Written consent from breast cancer organisations for study 1………………….….....162 
Appendix 2 Recruitment channels for study 2……..……………………………………………...168 
Appendix 3 Permission to advertise through the BCNA Review & Survey Group ….…………...170 
Appendix 4 Participant characteristics…………………………………………………………….171 
Appendix 5 Initial verbal questionnaire.…………………...……………………………………...175 
Appendix 6 Interview questions…………………………………………………………………...176 
Appendix 7 Non-disclosure agreement.…………………………………………………………...178 
Appendix 8 Report for breast cancer organisations…..…………………………………………...179 
Appendix 9 Report for women…………………………………………………………………….193 
Appendix 10 Information sheet for participants………………………………..…..……………...202 
xiv 
 
List of Figures 
 
Chapter Two 
Figure 1. Image showing multiple modes analysed………………………………………………..29 
 
Chapter Four  
Figure 1. BCNA homepage………………………………………………………………………...75 
Figure 2. BreaCan 14……………………………………………………………………………….78 
Figure 3. BCNA 12…………………………………………………………………………………78 
Figure 4. BCNA 7…………………………………………………………………………………..79 
Figure 5. BCNA 3…………………………………………………………………………………..79 
Figure 6. CA 1b…………………………………………………………………………………….79 
Figure 7. CA 16…………………………………………………………………………………….80 
Figure 8. BCNA 3…………………………………………………………………………………..81 
Figure 9. BreaCan 13……………………………………………………………………………….81 
Figure 10. BCNA 19………………………………………………………………………………..84 
 
Chapter Five 
Figure 1. BCNA 19………………………………………………………………………………..100 
Figure 2. CA 1c…………………………………………………………………………………...100 
Figure 3. BreaCan 9……………………………………………………………………………….100 
Figure 4. CA 13…………………………………………………………………………………...101 
Figure 5. BCNA 19-20……………………………………………………………………………103 
Figure 6. BreaCan 3……………………………………………………………………………….106 
Figure 7. CA 21…………………………………………………………………………………...107 
Figure 8. CA 7…………………………………………………………………………………….107 
 
 
 
xv 
 
List of Tables 
 
Table 1. Transcription key…………………………………………………………………………36 
xvi 
 
List of Abbreviations 
 
BCCWA  Breast Cancer Care Western Australia 
BCNA   Breast Cancer Network of Australia 
CA   Cancer Australia 
MCDA  Multimodal Critical Discourse Analysis 
 
Chapter One 
‘Managing’ Breast Cancer in a Neoliberal Context 
 
1.0. Introduction 
Breast cancer has become one of the most culturally prominent illnesses within Western 
society. In Australia, it constitutes the most frequently diagnosed cancer amongst women 
(excluding basal and squamous cell carcinoma of the skin) (Australian Institute of Health and 
Welfare [AIHW], 2012). According to the AIHW (2012), in 2008, one in eight women was at 
risk of developing breast cancer before the age of 85. Breast cancer now garners attention 
within biomedical, public, and private spheres, so much so that Bell (2014) recently pointed 
to the ‘breast-cancer-isation of cancer survivorship’ (p. 1), suggesting that discourses that 
construct current understandings of breast cancer have become so entrenched that they now 
shape how we understand and talk about cancer in general. As for any illness, meanings 
attached to breast cancer have been shaped by sociocultural and political factors, and 
therefore have changed over time. Currently, meanings attached to breast cancer are 
constructed through neoliberal approaches to health and illness in Western society, and in 
particular through the ‘pink ribbon culture’ (King, 2006; Sulik, 2011). As I will argue in this 
thesis, talk of ‘health’ and ‘illness’ (specifically, breast cancer) is intimately entwined with a 
focus on individual responsibility; in other words, women’s breast cancer experiences can be 
read in light of the role that women play in ‘managing’ the risk of breast cancer or the quality 
of their recovery after diagnosis. Throughout this thesis, I will illustrate how the pink ribbon 
culture has provided a culturally dominant scaffolding upon which to understand breast 
cancer, what it means to have breast cancer, and how women negotiate dominant 
constructions of the illness.  
In this thesis, I take a feminist post-structuralist lens to analyse how breast cancer is 
constructed on a societal level, and how prevailing constructions of breast cancer shape and 
constrain the subjectivity of women
1
 who have the illness (Gavey, 1989; Weedon, 1987). 
Hence, the aims of this thesis are: 
                                                 
1
 Although men also develop breast cancer, this thesis focuses on the illness in relation to women. 
1
1. To examine how breast cancer and women with breast cancer are constructed on 
an institutional level through the presentation of breast cancer information and 
support services on Australian breast cancer websites; and 
2. To explore how women with breast cancer construct their experiences of the 
illness, in light of prevailing meanings attached to breast cancer and health in 
general. 
Within this theoretical framework, I utilise critical discursive methods to analyse 
discourse as it operates on an institutional level, as well as how speakers (in this case, women 
who have, or have had, breast cancer) negotiate available discourses of breast cancer and 
health in general. This thesis involves a two-phase process of discursively analysing the 
websites of Australian breast cancer organisations and interviews with women who have 
breast cancer, and who are located across Australia and in various minority groups. In doing 
this research, I am interested in how we understand breast cancer in Western society, how we 
talk about it, and how women with breast cancer are expected to look and behave in response 
to cancer, namely, as self-governing individuals who have responsibility for their health. I 
also pay attention to how women from different minority groups are (not) represented within 
information and support services offered on breast cancer websites, and how they themselves 
make meaning of their experiences. As I will discuss in chapter three, this focus on women in 
minority groups is a conscious reaction to the myopic focus on white, heterosexual, middle-
class women within the pink ribbon culture, briefly introduced in section 1.1.6 below. But 
before considering how breast cancer is currently constructed, a short historical account of 
social constructions of the illness is needed. In the remainder of chapter one, I set the scene 
for this thesis, by briefly outlining the socio-historical context of this research and the 
theoretical perspective that I draw on in more detail in later chapters. 
1.1. Historical Development of the Pink Ribbon Culture 
Providing both a socio-historical and a discursive analysis of breast cancer (as I will 
do in this thesis) is necessary because, when viewed from a feminist post-structuralist 
perspective, women’s experiences of the illness are discursively constructed and negotiated 
within – and are thus inseparable from – the context in which they live (Gavey, 1989; Willig, 
2011). Depending on the context, current discourses make certain identity positions available 
to women. Discursive constructions have the capacity to resource, but also to constrain, how 
women can make sense of their illness and construct their identities in relation to their bodies 
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and their health (Willig, 2011). In chapter two, I will explain the theoretical and 
methodological frameworks that enable a discursive analysis of breast cancer which 
maintains a focus on the surrounding context and women’s agency in negotiating prevailing 
constructions of this illness.  
An historical analysis is also important because social and discursive constructions of 
breast cancer have been reshaped within and across different socio-political and historical 
contexts. Therefore, the way in which breast cancer has been understood and spoken about 
has changed accordingly (Klawiter, 2004; Leopold, 1999; Stacey, 1997). Breast cancer has 
moved from being a ‘stigmatised disease’ to a ‘cause’, around which people, particularly 
women, have formed a collective purpose of raising awareness and support, resulting in what 
is now known as the ‘pink ribbon culture’ (King, 2006, p. x). At the centre of this illness 
culture stands the ‘breast cancer survivor’, who is quite different to the ‘cancer victim’ of 
earlier discourses (Kaiser, 2008; Klawiter, 1999). In this section, I will explore the cultural 
meanings that have been historically attached to cancer, and specifically breast cancer, and 
two of the particular identity positions – the ‘cancer victim’ and the ‘responsible individual’ – 
that are made available through constructions of the illness. I will then describe three social 
movements, the women’s health movement, HIV/AIDS activism, and the self-help 
movement, which have each shaped aspects of the pink ribbon culture (Ehrenreich, 2009; 
Sulik, 2011). Throughout this discussion, I will highlight the ways in which women’s 
subjectivity has been shaped in relation to their bodies, health, and illness. 
1.1.1. The cancer victim 
Religion, and particularly Christianity, has historically played the arbiter in 
determining the meaning behind disease (Leopold, 1999). It is owing to ‘moralised notions of 
disease’, which circulated through religious discourses, that a link formed between the 
concept of disease and the identity position of ‘victim’ (Sontag, 1977/2001, p. 43). For 
example, Sontag (1977/2001) illustrated how, prior to the 1970s, cancer was constructed as a 
shameful illness that was believed to result from people’s immoral behaviour and choices. 
Breast cancer was additionally constructed as shameful for its damaging effects on women’s 
bodies and their femininity (Leopold, 1999). Breast cancer was thereby constructed as ‘a 
negatively characterised condition that conferred deviant status to diagnosed women’ (Sulik, 
2011, p. 27).   
3
This link between illness and the position of victim was further entrenched by the way 
in which women were viewed, especially during the Victorian era (Ussher, 1989); that is, as 
‘helpless against the tyranny of their own bodies’, specifically their reproductive organs, 
which were thought to be naturally fragile and unpredictable (Thorne & Murray, 2000, p. 
144). Thorne and Murray (2000) argued that these beliefs about gender and health continued 
to construct women as tragic victims of cancer. Moreover, positioning women in this way 
meant that the notion of women as biologically and essentially weak could be further 
normalised by the institutions of religion and medicine.   
This construction of women as victims enabled medical professionals (predominantly 
men) to establish themselves as experts in ‘women’s diseases’ and, thereby, able to exact 
quite severe treatments on women, for example, Halsted’s ‘super-radical mastectomy’, which 
was introduced in the 1880s (Thorne & Murray, 2000, pp. 144-145). This paternalistic form 
of medicine also placed women at a disadvantage in doctor-patient relationships through the 
use of medical jargon, which women could generally not understand, and further involved 
little regard for the personal and bodily integrity of female patients (Sulik, 2011; Taylor & 
van Willigen, 1996; Ussher, 1989). However, physicians’ power over women’s health 
continued well past the Victorian era. As late as the 1970s, for instance, surgeons were still 
legally able to perform mastectomies on women under anaesthetic, without first obtaining 
their informed consent (Klawiter, 2004, 2008; Montini, 1996; Sulik, 2011). Women’s control 
over their bodies and medical decision-making thus became major concerns for the self-help 
movement and the women’s health movement of the 1970s/1980s (Potts, 2000; Sulik, 2011; 
Taylor & van Willigen, 1996), as I will discuss later. 
1.1.2. The responsible individual 
At the time of her analysis, Sontag (1977/2001) noticed an ever-increasing focus on 
the individual’s mental health in relation to the body and, specifically, cancer. Sontag 
commented that ‘scarcely a week passes without a new article announcing to some general 
public or other the scientific link between cancer and painful feelings’ (p. 50) and explained 
that this focus on the individual ‘bears the unmistakable stamp of our consumer culture’ (p. 
51). As I will show in section 1.2, more recent sociological analyses of health and illness 
have illustrated how this individualistic and psychological understanding of disease continues 
to be perpetuated within Western society (Lupton, 2012; Nettleton, 2013). 
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 Sontag (1977/2001) drew attention to the ‘peculiarly modern predilection for 
psychological explanations of disease’ (p. 55). She observed that ‘[p]sychologising seems to 
provide control over the experiences and events . . . over which people have in fact little or no 
control’ (p. 55). This point remains evident in current neoliberal discourses of breast cancer, 
which now involve a focus on psychological or behavioural ‘risk’ factors, particular to the 
individual, that could have brought on cancer, or on health practices that a person can (and 
should) engage in, in order to prevent cancer (Bell, 2010; Stacey, 1997; Willig, 2009; 
Wilkinson, 2001). Thus, people continue to be incited to be optimistic and to think positively 
in the face of cancer, and to take control of their survivorship by partaking in ‘good’ health 
practices (Bell, 2010; Broom, 2009; Kaiser, 2008; Sulik, 2011), especially in order for 
treatment to ‘work’ (Ehrenreich, 2009; Youll & Meekosha, 2013). As Wilkinson (2001) 
commented, ‘“thinking positive” has become a moral imperative for the contemporary cancer 
patient’ (p. 274). 
As I have described so far, breast cancer has had a history of being surrounded by 
silence, and engendering a sense of shame amongst women. What is striking is that 
constructions of breast cancer, in some sense, have remained the same – women continue to 
be positioned as central in relation to the development of their illness (moral language has 
simply shifted from ‘sin’ to ‘lifestyle’). As I will discuss in the following section, what has 
changed has been the shift in assumptions about women’s control over their bodies and their 
illness. Further, through the influence of other health movements, breast cancer is now openly 
discussed, identities are formed around this illness, and a culture of breast cancer has not only 
become established, but is far reaching in terms of its recognisability and influence (King, 
2006; Sulik, 2011). Nevertheless, as I will argue throughout this thesis, current dominant 
constructions of breast cancer are narrowly shaped by the experiences of particular women 
(white, heterosexual, middle-class) and delineate what is possible and ‘sayable’ regarding 
women’s own experiences of the illness.  
1.1.3. Women’s health movement 
Through second-wave feminist efforts within the women’s health movement, which 
began in the 1970s, women’s control over their health and access to information increased 
noticeably (Klawiter, 2004; Potts, 2000; Thorne & Murray, 2000). Drawing on ‘women’s 
embodied experiences of medicine’, activists within the women’s health movement started to 
heavily criticise paternalistic medicine and its control over women’s bodies (Klawiter, 2008, 
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p. 23). This particular movement laid the foundation for a multitude of health movements, 
which formed in the 1980s and 1990s, including the pink ribbon culture (King, 2006).  
Through the activism of the women’s health movement, breast cancer came to be 
understood and treated quite differently. For example, Potts (2000) argued that women came 
to play an active role in their treatment choices, while the medical profession in general 
became more ‘woman- or patient-centred’ (p. 5). Questions could easily be raised about this 
latter assertion, particularly regarding women who are part of minority groups (e.g., lesbians, 
see chapter three for further discussion). Nevertheless, the paternalism of medicine does not 
appear to be as ubiquitous today as it was before the 1970s.   
The women’s health movement had a focus on the dissemination of women’s personal 
stories in order to ‘name and expose the socially constructed and punishable shamefulness of 
all aspects of female embodiment’ (Potts, 2000, p. 99). Although the current pink ribbon 
culture could hardly be labelled ‘feminist’ (King, 2006), given its perpetuation of traditional 
gender and sexuality norms, it does encourage women to participate fully in issues 
surrounding their health and illness, and it also allows women to voice their personal 
experiences, recognising these as valid forms of knowledge. This culture has, therefore, been 
a means of empowerment for (some) women with breast cancer (the extent to which it has 
simultaneously become a means of silencing some women and some experiences will be 
discussed throughout this thesis). 
1.1.4. HIV/AIDS activism 
Through the HIV/AIDS epidemic and the strenuous efforts of HIV/AIDS activists, 
starting in the 1980s, a great deal changed within health care (Epstein, 2003). For example, 
activists were successful in bringing social and political attention to bear on HIV/AIDS and 
the experiences of people with the disease, including both the disease itself and the social 
stigma that surrounded it, thereby politicising it as an illness (Epstein, 2003; Klawiter, 2008). 
HIV/AIDS activists came to be recognised as experts, who, for the first time, were thought to 
be ‘qualified to analyse, criticise, and participate in the revision of, medical practices and 
biomedical research techniques’ (Epstein, 2003, p. 134), despite not being members of the 
medical profession. The success of HIV/AIDS activism led to the formation of groups such 
as Breast Cancer Action in the US (founded in 1990) to similarly politicise breast cancer. 
They consciously adopted techniques that had been shown to be successful in HIV/AIDS 
activism, such as learning medical jargon, pressuring pharmaceutical companies and 
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government bodies with regard to issues around funding and research, and learning to work 
with the media (Batt, 1996; Klawiter, 2008). Just as HIV/AIDS activists were publicly vocal 
about the illness, so women started to speak out about having breast cancer, which raised 
public and political awareness about the issue (King, 2006; see chapter three for a more 
detailed discussion).   
Notably, the concept of ‘survivorship’ – the central and most recognisable aspect of 
the pink ribbon culture – can be traced to HIV/AIDS activism (Ehrenreich, 2009; King, 
2006). In the HIV/AIDS movement, the identity positions of ‘victim’ and ‘patient’ were 
discarded for ‘their aura of self-pity and passivity’, and were replaced with that of ‘survivor’ 
(Ehrenreich, 2009, p. 26). This change in terminology offered a more positive identity 
position which further enabled people with HIV/AIDS and, in turn, women with breast 
cancer, to speak out about their illness and to gain public attention and support. 
Following this movement, other health groups in the 1980s and 1990s also started to 
utilise a discourse of survivorship, and offered people identity positions that ‘suggested live, 
active, and empowered individuals’ (King, 2006, p. 106). This helped to strip the stigma 
attached to breast cancer, and has undoubtedly brought positive changes for women with 
breast cancer, who are no longer expected to endure the illness in silence and who can 
construct more positive and empowered identities for themselves. However, as I will 
illustrate, particularly in chapters three, four, and six, with empowerment comes 
responsibility for one’s health – a belief that is currently perpetuated through discourses of 
breast cancer and through individuals’ talk of breast cancer.  
1.1.5. Self-help movement 
The self-help movement, which developed during the 1980s/1990s, has additionally 
played a significant role in the way that health and illness, and specifically breast cancer, are 
now socially understood and spoken about (Broom & Tovey, 2008a; King, 2006; Taylor & 
van Willigen, 1996). As Stacey (1997) explained, this movement encouraged the emergence 
of ‘discourses of personal responsibility’ (p. 111), and, subsequently, there is a strong focus 
on individuals who are viewed as empowered and self-governing, and who are seen to 
actively engage in ‘good’ health practices (Broom & Tovey, 2008a; Klawiter, 2008; Taylor & 
van Willigen, 1996). This positioning – clearly neoliberal in its underpinnings – 
simultaneously enabled individuals to challenge the authority and dominance of the medical 
7
profession and constructed them as ultimately responsible for maintaining their own health, 
or for becoming ill.   
A central belief within the self-help movement (and more recently, the movement of 
complementary and alternative medicine, CAM) is that of self-healing, or the possibility for 
maintaining personal control and responsibility over one’s health (Broom, 2009; Ehrenreich, 
2009). This movement not only placed an emphasis on personal responsibility, but also 
imbued optimism, and other ‘positive’ emotions, with a great deal of value, particularly as a 
means of maintaining one’s health (Ehrenreich, 2009). This focus on optimism and positive 
thinking has become foundational within the pink ribbon culture of breast cancer (Sulik, 
2011; Willig, 2011). Nevertheless, Wilkinson and Kitzinger (2000) provided a useful 
discursive analysis of how the discourse of positive thinking is not solely imposed in a top-
down manner, but is drawn upon and reconstructed within women’s own talk of breast 
cancer. As I argue further in chapter two, considering the construction of the pink ribbon 
culture from a bottom-up approach is important, because discourses and practices that shape 
this illness culture are not simply imposed upon individuals. Instead, from a discursive 
psychological perspective, speakers (in this case, women with breast cancer) are seen to draw 
on, reconstruct, and even resist dominant discourses surrounding a topic such as breast 
cancer. This, therefore, enables an analysis of the active role that women play in making 
sense of this illness. 
The concept of personal ‘testimony’ has additionally become popularised within, and 
through, the self-help movement (Taylor & van Willigen, 1996) and, as Frank (1995) 
commented, ‘[p]ublished illness stories ride this wave of interest in testimony’ (p. 139). Potts 
(2000) described the 1990s as a decade ‘characterised by a dominant culture of revelation, 
disclosure and the making of testimony through a variety of media’ (p. 98). Following the 
self-help movement, women’s personal stories have become prolific within the pink ribbon 
culture (Ehrenreich, 2009; King, 2006; Thomas-MacLean, 2004). As I will illustrate in 
chapter three, the pink ribbon culture encourages women with breast cancer to share their 
experiences and meanings of the illness, while simultaneously prompting others to do the 
same. Further, as I will discuss throughout this thesis, the pink ribbon culture forms the 
context in which women can perform their ‘survivorship’, as self-managing individuals, 
thereby reinforcing current neoliberal constructions of health and illness.     
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1.1.6. The pink ribbon culture – what is it? 
Several feminist writers have provided comprehensive explanations of the pink ribbon 
culture of breast cancer, how it developed, and the multiple aspects that make it up (see 
Ehrenreich, 2009; Jain, 2007; King, 2006; Klawiter, 1999, 2008; Sulik, 2011 for 
comprehensive socio-historical accounts). In this thesis, I conceptualise the pink ribbon 
culture as an ‘illness culture’ – a culture that has formed around the illness of breast cancer – 
that is resourced by a number of discourses and practices. I argue that owing to the 
surrounding neoliberal context of current Western society, these discourses and practices are 
neoliberal in terms of the focus on, and promotion of, self-determination, self-governance, 
and individualism, and the consumerist notions of health that are perpetuated through them. 
In chapter three, I will draw on these socio-historical accounts to discuss some of the 
discourses and practices that construct the pink ribbon culture and I will show how this 
illness culture is reproduced through a variety of lay materials relating to breast cancer in 
Australia.  
I critically analyse components of the pink ribbon culture in greater detail in chapter 
three but, in short, the pink ribbon culture developed in the 1980s and 1990s (particularly in 
the US) through a complex, interwoven history of women’s activism at a grassroots level, as 
well as the involvement of medical, corporate, and governmental interests operating at an 
institutional level (King, 2006). Integral components of the development of this illness 
culture include: socially prominent women speaking out about their illness from the 1970s 
onwards (King, 2006); women’s activism in campaigning for improved treatment and control 
over their health (Batt, 1996; Montini, 1996); and the introduction of the pink ribbon in 1992 
– modelled on the red HIV/AIDS ribbon (Sulik, 2011).  
Klawiter (1999) demonstrated that there have been different approaches to the 
activism taken to breast cancer, ranging from feminist-oriented efforts to more mainstream 
activities that involve “hegemonic displays of heteronormative femininities” and that, as a 
result, privilege those women who occupy positions as white, heterosexual, and middle-class 
(p. 106). In other words, women who feature in mainstream events typically embody 
dominant constructions of femininity, in their choice of clothing, use of make up and 
jewellery, and by wearing pink - a colour which depicts both breast cancer and normative 
femininity. This has resulted in the over-representation of one particular type of femininity 
(or way of looking and behaving as a woman with breast cancer) within the pink ribbon 
culture. This has been to the exclusion of women who do not appear to be overly feminine, 
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who do not cover up the effects of cancer treatment, or who might not be white, heterosexual, 
and/or middle-class. 
Further, prominent pink ribbon events and fundraising activities (such as the Komen 
Race for the Cure in the US) have tended to feature women who appear to be feminine, 
optimistic survivors, who are encouraged to share their personal testimonies of breast cancer, 
while the fundraisers are often high-profile, expensive and exercise-based events in which the 
wider (middle-class) public can participate and show their support for ‘the cause’ (King, 
2006; Klawiter, 1999, 2008; Sulik, 2011). In these and other contexts, as King (2006) 
demonstrated in her ethnographic analysis of the pink ribbon culture, so-called ‘support for 
breast cancer’ has become constructed in the form of ‘pink consumerism’, which has enabled 
corporations to profit while seemingly supporting a worthy ‘cause’. As I discuss throughout 
this thesis and particularly in chapter three, there has been a history within the pink ribbon 
culture of favouring the interests of white, heterosexual, middle-class women, while the 
socioeconomic and political factors that shape health have been elided. 
In this section, I have presented a brief overview of how breast cancer has been 
socially and discursively shaped across different historical periods. The history presented has 
focused on the American context, which has been the focus in existing literature but which 
also highlights the centrality of the US in shaping past and current constructions of the 
illness. As others have argued, however, these understandings of breast cancer can be (and 
have been) identified in other Western, English-speaking countries, such as the UK, Canada, 
and Australia (Batt, 1996; Potts, 2000; Stacey, 1997; Vitry, 2010). When considering the 
silence and shame that was attached to breast cancer, and the medicalisation of women’s 
bodies, it is clear that significant improvements have been made regarding women’s health 
and their breast cancer experiences. Women can now take up empowered positions by 
informing themselves about the illness, they can play a role in treatment decision-making, 
and can engage in practices to improve their health (points I will expand upon in section 1.2). 
In addition, breast cancer activism has successfully enabled the development of information, 
support services, and treatments that are woman-focused (Wilkinson, 2001). However, in 
turn, this requires women to take on the role of self-governing individuals who ultimately 
have control over, but also responsibility for, their health. Further, within the pink ribbon 
culture, attention has most often been paid to women who are seen to occupy privileged roles 
in being feminine, white, heterosexual, and middle-class. This places limitations on who 
might benefit from support offered within the pink ribbon culture, as well as potentially 
denying the sociocultural context in which women experience breast cancer. I will now turn 
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to how this illness culture mirrors broader constructions of health and illness in Western 
society. 
1.2. Neoliberal Constructions of Health and Illness 
From the 1970s, particularly in the US, an ideology of ‘healthism’ gained currency, in 
terms of how people started to understand health and illness and how health care was 
approached on an institutional level (Crawford, 1980, 2006). According to Crawford (1980), 
this ideology was shaped by the growing popularity and strength of the self-help movement, 
as discussed above, and the ‘holistic health’ or CAM movement (p. 366). These grassroots-
level health movements both challenged medical dominance and foregrounded individuals’ 
abilities and knowledge in managing their own health, by promoting the practice of ‘self-
care’ (Broom & Tovey, 2008a; Crawford, 1980; Petersen, 1997).  
This shift of power relations also mirrored a wider political trend involving the 
withdrawal of governmental intervention, which has continued to occur in Western countries, 
such as the US, UK, Canada, and Australia (Lupton, 2012; Nettleton, 2013). This focus on 
individual responsibility regarding health can be viewed from a political perspective as owing 
to the operation of neoliberalism which, Petersen (1997) explained, ‘calls upon the individual 
to enter into the process of his or her own self-governance through processes of endless self-
examination, self-care and self-improvement’ (p. 194). This emphasis on self-governance has 
been promoted and reinforced through the ‘new’ public health, which focuses on campaigns 
that encourage individuals to take responsibility for maintaining their health and managing 
any risks that could undermine it, through constant monitoring of their lifestyles (Petersen, 
1997; Petersen & Lupton, 1996; Nettleton, 2013).  
Through the self-help and CAM movements, people levelled challenges against 
traditional medicine’s monopoly over medical knowledge and information, and started to 
resist the disempowered position that they occupied as ‘patients’ in relation to medical 
‘experts’ (Broom & Tovey, 2008a). As I discussed earlier, this was especially the case for 
women, who historically had little control over their bodies or their health. As a result, people 
started to inform themselves about the subject of health and illness and started to engage in 
self-care practices to promote their own health (e.g., through diet, exercise, the use of CAM) 
(Broom, 2009; Broom, Meurk, Adams & Sibbritt, 2012; Crawford, 2006). These self-care 
practices were (and still are) further promoted through public health initiatives that 
encouraged individuals to manage their health by practising healthy behaviours (e.g., 
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screening for illness, diet, exercise) (Nettleton, 1997; Lupton, 2012). Hence, people have 
been repositioned from passive ‘patients’ whose role in their health is to follow doctors’ 
instructions, to informed, self-aware, and self-determining ‘consumers’ of health care, who 
have unfettered access to a range of choices, and therefore are in control of their health (Bell, 
2010; Broom & Tovey, 2008a). In this way, health has become reconstructed as a commodity 
that anyone can achieve through the practice of ‘control’ and making ‘good’ lifestyle choices 
(Nettleton, 2013). Paradoxically, this implies a return to the moral dimension of health that 
was central to the Victorians: ‘good’ people act well and remain healthy; conversely, people 
who become ill have their own recklessness to blame. 
With the rise of the Internet, knowledge regarding health and illness has become even 
more accessible (Broom, 2005; Broom & Tovey, 2008b; Nettleton, 2013). The Internet offers 
an interactive, fast-changing space in which individuals can access, share, and consume 
health information. For example, women with breast cancer have utilised the Internet to 
access health information (Balka, Krueger, Holmes & Stephen, 2010; Fogel, Albert, 
Schnabel, Ditkoff & Neugut, 2002; Ziebland, 2004), to participate in online support groups 
(Høybye, Johansen & Tjørnhøj-Thomsen, 2005; Sandaunet, 2008), and to develop personal 
webpages about their illness experience (Pitts, 2004). Of course, this focus on the individual 
does have its positive side: for example, in using the Internet, apart from becoming more 
informed about the illness, women can also make meaning of their experiences and share 
advice and support with each other. However, as I will discuss in chapters four and five, the 
Internet does not represent a culture- or value-free space; rather, dominant constructions of 
health and illness, as well as patterns of social inequality, continue to be reproduced through 
the presentation of health information and resources and therefore need to be viewed 
critically for their potential effects in shaping women’s understandings of breast cancer. 
1.3. Theoretical Perspective of the Thesis 
In taking a feminist post-structuralist perspective in this thesis, I believe it is 
important to consider contextual factors that give shape to how we understand breast cancer 
in current Western society, and how these factors shape and constrain women’s accounts of 
the illness. Throughout this thesis, I aim to consider neoliberal constructions of breast cancer 
and the potentially empowering effects these can have for (some) women, particularly in the 
way women are positioned as active, empowered, and in control of their bodies and their 
illness experience. Acknowledging these empowering effects is particularly important for a 
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feminist agenda, considering the disempowerment that women have experienced historically 
in relation to their health. In addition, this neoliberal approach to health can be viewed 
positively in terms of the access that (some) women now have to information and support, 
which has been made possible through various health movements (e.g., women’s health, 
CAM, HIV/AIDS, self-help). However, throughout this thesis, I will critically examine the 
limitations and limiting effects of these same neoliberal constructions of breast cancer, in 
relation to women’s experiences of the illness and regarding women’s health in general. I will 
especially focus on how the notion of individual responsibility for health and illness can be 
problematic. Most importantly, this focus on individual responsibility can overshadow any 
consideration of the multiple contextual factors that shape health and illness and can, 
therefore, lead to the blaming of women for developing breast cancer. Further, I will analyse 
how women’s subjectivity is socially and discursively constructed, as well as how women 
play a role in maintaining, resisting, or negotiating prevailing constructions of breast cancer. 
1.4. Outline of the Thesis 
This thesis consists of seven chapters. In this first chapter, I have explained the focus 
of the thesis. I have also briefly contextualised the research as it is situated within a 
neoliberal, Western context and, specifically, in relation to the pink ribbon culture, which 
forms a distinctly neoliberal illness culture.  
In chapter two, I provide a detailed explanation of the theoretical tenets of feminist 
post-structuralism and how these support an analysis of the social construction of breast 
cancer and of women’s illness accounts. I additionally outline the principles of research 
within the frameworks of critical health psychology and critical discursive psychology, which 
together provide the methodological basis of this thesis. This chapter includes an explanation 
of how I applied multimodal critical discourse analysis to analyse Australian breast cancer 
websites (chapters four and five) and my use of thematic discourse analysis to analyse 
women’s accounts of breast cancer (chapter six). This chapter therefore offers a theoretical 
and methodological framework for the rest of the thesis. 
Chapter three consists of a published manuscript, in which I present a critical 
discursive analysis of some of the discourses and practices that make up the pink ribbon 
culture of breast cancer, with a focus on the discourses of ‘optimism’ and ‘individual 
responsibility and empowerment’. I illustrate this analysis through a review of breast cancer 
literature and current materials that are offered to, or relate to, women with breast cancer in 
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Australia (e.g., newspaper articles, breast cancer resources, public health campaigns). This 
review serves to demonstrate, firstly, the focus on white, heterosexual, middle-class women 
within the pink ribbon culture and, secondly, the implications of this focus for the emphasis 
and value that is placed on individual women’s responsibility in relation to their bodies and 
their health. The aim of this chapter is to contextualise the later analytic chapters (five and 
six).  
In chapter four, I outline and demonstrate the method of multimodal critical 
discourse analysis (presented as a journal manuscript accepted for publication). I discuss how 
this method can provide the tools with which to analyse how breast cancer is discursively 
constructed on the websites of Australian breast cancer organisations through the presentation 
of information and support services. To illustrate this methodological discussion, I briefly 
outline the message that women can ‘live well with breast cancer’, which is constructed 
across the websites I examined. As I argue, this method facilitates a critical analysis of how 
breast cancer is socially and discursively constructed. 
In chapter five, I present a multimodal critical discourse analysis of the Australian 
breast cancer websites, with a particular focus on considering what space is provided for 
women who occupy a number of minority groups. I discuss the presentation of information 
and support services in light of the concept of ‘cultural competence’, which signals the 
promotion of cultural ‘diversity’ and ‘inclusivity’ in health care. Websites can at times appear 
to address women who do not occupy the mainstream position of being white, heterosexual, 
and/or middle-class. However, as I aim to demonstrate, the very idea of cultural ‘diversity’ 
can serve to reinforce existing norms in current approaches to breast cancer support. This 
chapter is presented as a paper accepted for publication. 
In chapter six, I turn to the second study of this thesis, which focuses on women’s 
experiences of having breast cancer. In this chapter, I present a thematic discourse analysis of 
how women ‘account’ for the diagnosis of breast cancer and how they position themselves in 
relation to their illness and their health in general. Keeping the theoretical perspective of this 
thesis to the fore, I consider both how women’s talk of breast cancer is socially constructed 
and how women play an active role, as speakers, in reproducing, reconstructing, or resisting 
social and discursive constructions of breast cancer. I particularly focus this analysis on how 
women orient to the discourse of ‘individual responsibility and empowerment’ and how this 
discourse shapes and constrains their talk of ‘health’ and ‘risk’ in relation to cancer. This 
chapter is in the form of a paper that has been submitted for review. 
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In chapter seven, I draw on the previous chapters and present an overall discussion in 
terms of how breast cancer is socially constructed and how women with the illness are 
positioned, and position themselves, in light of prevailing discourses and practices that make 
up the pink ribbon culture. Finally, I present some suggestions about how this discussion 
contributes to critical social scientific research in the area of women’s health and, 
specifically, breast cancer.  
15
Chapter Two 
Theoretical and Methodological Framework 
 
2.0. Introduction 
In the first section of this chapter I outline the theory of feminist post-structuralism, which 
serves as the theoretical framework for this project. In doing this, I discuss the main 
theoretical tenets of analysing women’s subjectivity and experiences through discourse. This 
discussion focuses specifically on how a feminist post-structuralist perspective can be taken 
in examining the way in which breast cancer is discursively and socially constructed and thus 
how women with breast cancer are positioned. This leads to the second section of this 
chapter, which provides an overview of the methodological perspective taken to the research 
in this thesis, located broadly within the field of critical health psychology and specifically 
within critical discursive psychology. In the third and fourth sections, I outline the two 
studies that make up this project and the discursive methods used in each of the two studies – 
multimodal critical discourse analysis and thematic discourse analysis respectively. 
Throughout this chapter, I address a number of theoretical and methodological considerations 
that have arisen in the course of the project, and end the chapter with a discussion of the 
ethical principles and the practical application of this project.  
2.1. Feminist Post-Structuralism 
In this section, by drawing on the work of Weedon (1987) and Gavey (1989), I outline 
some of the main ontological and epistemological beliefs that make up what Weedon (1987) 
termed a ‘feminist post-structuralist’ approach. This approach combines elements of both 
feminist and post-structuralist theory to understand how knowledge, subjectivity, and 
experience are constructed through language and, specifically, discourse. However, the 
amalgamation of two potentially contradictory approaches means that a number of theoretical 
tensions can arise, which I acknowledge in this section. Throughout this discussion, I 
consider how a feminist post-structuralist approach is specifically useful for examining the 
construction of breast cancer and women’s storied experiences of the illness. 
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 In her comprehensive explanation of feminist post-structuralist theory, Weedon 
(1987) outlined the historical development of post-structuralist thought; these beliefs continue 
to be held by post-structuralists today. Post-structuralism is the product of an amalgamation 
of work within post-Saussurean linguistics, Marxism, the work of French theorists (e.g., 
Derrida, Foucault) and French feminists (e.g., Kristeva, Cixous, Irigaray) (Weedon, 1987). 
As Weedon explained, it has developed as a theory that can be used to ‘understand the 
relation between language, subjectivity, social organisation and power’ (p. 12). However, it is 
not necessarily one coherent theoretical position, so much as ‘an interrogation of many of the 
notions which operate as “foundations” for us – subjectivity, meaning, reality, ethics, etc.’ 
(Gill, 1995, p. 167). 
While post-structuralist theory brings attention to language and subjectivity, and how 
these elements are linked through power, feminism contributes to this theoretical orientation 
in that power is analysed particularly for its (productive and restrictive) effects on and within 
women’s lives. Therefore, in combination, feminist post-structuralism is a ‘mode of 
knowledge production which uses poststructuralist theories of language, subjectivity, social 
processes, and institutions to understand existing power relations and to identify areas and 
strategies for change’ (Weedon, 1987, p. 40). This necessitates an explanation of how 
language, knowledge, discourse, and power are understood to be interrelated, socially-
constructed entities, as well as how people’s subjectivity is theorised from post-structuralist 
and feminist perspectives.  
2.1.1. Language 
From a post-structuralist perspective, social phenomena – including events, 
experiences, subjectivity, and knowledge – are viewed as entities that are socially constructed 
through language (Gavey, 1989; Weedon, 1987). How people understand and experience the 
world, and attach meaning to it, is mediated through language. This is because language 
underpins the fabric of society and operates as a medium through which meaning is shaped 
and conveyed (Foucault, 1978/1990). Given the changing nature of language and the shifts 
that occur across time and location, meaning – as understood by post-structuralists – is 
always open to change. For this reason, post-structuralists do not accept that there is one 
fixed ‘reality’, nor one ‘truth’ about any phenomenon (Gavey, 1989). Similarly, many 
feminists have also argued against the notion of a fixed and absolute truth, in favour of 
mutable, socially-agreed understandings, and they have highlighted the way in which 
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‘dominant conceptions of reality and truth in patriarchal Western society have tended to be 
male constructions which reflect male power interests’ (Gavey, 1989, p. 462). Hence, the 
study of how meaning, knowledge, experience, and subjectivity are constructed through 
language can be viewed as both a post-structuralist and a feminist endeavour (Gavey, 1989; 
Gill, 1995). 
The meaning that is attached to people’s experiences of health and illness can be 
understood, from a post-structuralist perspective, as something that can change over time and 
across different contexts (Lupton, 2012). This is exemplified through social analyses of issues 
regarding health and illness, and specifically breast cancer, as I discussed briefly in chapter 
one. Thorne and Murray (2000) provided a useful discussion of how the meaning of breast 
cancer has shifted over time, by drawing on examples from portrayals of the illness in the 
Victorian era and the post-war era. They pointed out that ‘certain illnesses [such as breast 
cancer] are powerfully influenced by the peculiar sets of social constructions that evolve over 
time, creating the interactional climate in which a human experience with illness is shaped’ 
(p. 142). This supports a post-structuralist approach to examining illness experiences as 
socially constructed. As I argued in chapter one, and will illustrate further in chapter three, 
current Western understandings of breast cancer are constructed within a context that favours 
neoliberal, individualistic approaches to health and illness. Within this Western, neoliberal 
context, a discourse of ‘individual responsibility and empowerment’ circulates as the 
dominant form of knowledge regarding how women can respond to, and understand, their 
illness. Hence, meanings attached to an illness do not simply change, but do so according to 
shifts that occur in what counts as valid knowledge (Lupton, 2012). Further, meanings 
attached to illness both reinforce, and are informed by, these dominant forms of knowledge. 
2.1.2.  Knowledge, discourse, and power 
The significant influence of Michel Foucault underpins the post-structuralist view of 
knowledge as open to change (Weedon, 1987). Firstly, knowledge is something that is 
produced through discourse, and secondly, knowledge is imbued with different degrees of 
power (Foucault, 1978/1990, 1980a, 1980b). Knowledge and power are linked through 
discourse, according to Foucault’s (1978/1990) theory of the power/knowledge nexus. 
The post-structuralist view is that discourses circulate through language, and are 
reinforced and reproduced by dominant social institutions, such as religion and medicine 
(Foucault, 1978/1990; Weedon, 1987). A discourse can be understood as a collection of 
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interrelated statements that form around socially recognisable values and meanings, which 
are circulated through the operation of power relations and within specific social contexts, 
rather than located within individuals’ thoughts or behaviours (Hollway, 1983). In other 
words, certain ways of understanding and speaking about something (be it an identity, event, 
phenomenon) are not located within individual cognition, but arise from the meanings 
constructed as socially acceptable at a particular time and place. These form a discourse, 
which is then reinforced and reproduced through social institutions, as well as through 
individuals’ use of the discourse.  
Discourses ‘delimit what can be said, whilst providing the spaces – the concepts, 
metaphors, models, analogies – for making new statements within any specific discourse’ 
(Henriques, Hollway, Urwin, Venn & Walkerdine, 1984, p. 106). Hence, discourses are both 
productive and restrictive in producing knowledge and in constituting what is ‘sayable’ about 
a particular phenomenon. For example, discourses of breast cancer are circulated by 
particular social institutions (medicine, psychology, the media) (Ehrenreich, 2009; King, 
2006; Sulik, 2011), which ‘determine appropriate modes of constituting individuals as 
subjects’ (Weedon, 1987, p. 97), namely, women with breast cancer, their partners, or 
significant others. These discourses also provide women with ‘ways of being and behaving 
and modes of psychic and emotional satisfaction’ (Weedon, 1987, p. 96). As I discuss 
throughout this thesis, the circulation of such discourses can have both productive and 
restrictive effects for women with breast cancer. On the one hand, women are presented with 
potentially useful and empowering ways of understanding and experiencing their health and 
illness; on the other, the discourses limit the range of meanings and subjectivity that they 
make available, thereby silencing alternative ways of understanding and speaking about one’s 
health.     
 As Foucault (1978/1990, 1980a, 1980b) argued, knowledge and power are connected 
through discourse. Feminists also believe that language (and discourse) is ‘deeply implicated 
in the maintenance of power relations’ (Gill, 1995, p. 166). Therefore, a certain form of 
knowledge – in this case, within Western society – is circulated through a discourse (e.g., 
‘breast cancer can be caused by unhealthy behaviours, relating to diet, exercise, smoking and 
alcohol consumption’) and is imbued with power, which means that it is privileged over other 
forms of knowledge (e.g., ‘breast cancer is a result of karma’). The power that is attached to 
this form of knowledge grants certain advantages to those who utilise the discourse (Gavey, 
1989). In the case of breast cancer, if a woman draws on common meanings attached to 
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breast cancer in her society, then her interactions with others will be made easier, and she 
could gain a greater degree of social support from others as a result. 
2.1.3.  Agency and subjectivity 
From a post-structuralist perspective, people are not viewed as the ‘authors’ of social 
meaning, nor do they simply absorb pre-existing meaning; rather, they are actively involved 
in reproducing and reconstructing meaning and knowledge (Weedon, 1987). At the same 
time, however, people are constrained by their surrounding social, political, and historical 
contexts, which shape the meanings that are prevalent, the discourses that are available, and 
the forms of knowledge that are legitimised at any given time (Weedon, 1987).   
Davies, Browne, Gannon, Hopkins, McCann and Wihlborg (2006) explained that 
there has been a move away from an understanding of the person as a rational, unitary subject 
(which has been favoured by liberal humanism and, specifically, in psychology), as well as a 
growing political and economic force of neoliberalism in the last few decades in Western 
society. They argued that these factors have aided in the construction of the ‘neoliberal 
subject’, which now stands as an alternate form of subjectivity to that of the rational subject 
(Davies et al., 2006, p. 87). The neoliberal subject retains the rationality conceptualised by 
liberal humanism, but this rationality is presumed to be focused entirely on maximising her 
individual wellbeing. When a person is positioned in this way, her subjectivity is constructed 
as being flexible and multiple – she is ‘an individualised, competitive, free and 
responsibilised subject . . . [who is] free and in control of [herself] and responsible for [her] 
own fate’ (p. 88). The neoliberal subject is understood as autonomous, but simultaneously 
self-governing and responsible for herself. In fact, her autonomy requires self-governance. 
‘Free choice’ and self-control are central aspects of Western, neoliberal 
conceptualisations of subjectivity (Stuart & Donaghue, 2012) and current understandings of 
health and illness (Broom, 2009; Crawford, 2006; Rose, 1999, 2007), as I discussed in 
chapter one. According to Rose (1999), ‘every citizen [in Western neoliberal society] must 
now become an active partner in the drive for health, accepting their responsibility for 
securing their own well-being’ (p. 6). Feminists have examined the notion of ‘choice’ for its 
effects on women’s subjectivity, particularly regarding women’s beauty practices (e.g., 
Braun, 2009; Stuart & Donaghue, 2012). Similarly, Moore (2010) argued that the practice of 
self-governance reproduces established notions of female subjectivity that have required 
women to monitor their bodies, which are constructed as ‘naturally’ ‘risky’ and as needing to 
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be contained. As I argued in chapter one, and will expand upon in chapter three, such 
neoliberal notions of health are now deeply embedded within the pink ribbon culture. In other 
words, the pink ribbon culture can be understood as an illness culture that consists of 
particular neoliberal discourses and practices, which offer neoliberal subject positions to 
women with breast cancer, namely, to be self-controlled, responsible, health consumers. This 
illness culture is further illustrated in chapter three, through a discursive review of breast 
cancer materials, and in chapter six, through the analysis of how women’s subjectivity is 
shaped within a neoliberal context and how women actively negotiate their subjectivity as 
empowered but responsible in relation to their health.  
As I will illustrate in chapter three, within Western society, breast cancer is 
constructed as an illness that threatens the individual woman, who is expected to remain 
vigilant (in response to this threat) by engaging in self-surveillance, in order to ward off a 
diagnosis. If a diagnosis does arise, however, she is positioned as needing to take control by 
staying well informed about the illness, and being proactive and optimistic, in order to 
emerge as a breast cancer ‘survivor’. Women with breast cancer are thereby constructed as 
self-reliant, empowered, and agentic in dealing with their illness. However, in turn, this 
subject position places the responsibility of health (and survival) on the individual woman. 
Further, within the pink ribbon culture, women are positioned as having a plethora of 
treatment and support ‘options’, highlighting their ‘choice’ and ‘agency’. But of course not 
all women can (or want to) ‘choose’ these, while dealing with their illness. If the pink ribbon 
culture is simply accepted as beneficial, and the neoliberal construction of women’s 
subjectivity remains unquestioned, then the potentially limiting effects of this illness culture, 
and any room for social change, are ignored. 
2.1.4.  ‘Tensions’ between feminism and post-structuralism 
Whilst is important to recognise that meaning (and language) is not fixed or pre-
existing, feminists have critiqued post-structuralists for overlooking people’s agency and the 
role that they play in using language (Gavey, 1989; Gill, 1995; Weedon, 1987). For example, 
there is a tension between post-structuralist theory and the politics of feminism with regard to 
how subjectivity is conceptualised (Gavey, 1989; Gill, 1995; McNay, 1999). For one, McNay 
(1999) argued that post-structuralism denies a person’s agency, in that there is a top-down 
focus on how subjectivity is structured through language and power, but less consideration is 
given to the abilities of the individual and how she engages in constructing a sense of self – a 
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criticism that has frequently been levelled at the work of Foucault. Post-structural 
understandings of subjectivity can be problematic for a feminist agenda for other reasons as 
well. As Gill (1995) pointed out, the post-structuralist conceptualisation of ‘subject positions 
[as] . . . multiple and fragmented can lead to the denial of any identity around which we can 
collectively mobilise’ (p. 168). Further, this disallows any sense of authenticity being 
attached to people’s experiences (Gavey, 1989).  
If the pink ribbon culture were critiqued simply from a post-structuralist perspective, 
this top-down approach could make it difficult to explore the ways in which women may be 
seen to take an active part in producing a sense of meaning about their illness, and in 
positioning themselves within this experience and in relation to dominant discourses within 
the pink ribbon culture. Secondly, this approach could overlook one productive effect of such 
discourses, specifically the observation that forming a common identity as ‘breast cancer 
survivors’ can have empowering effects for some women.  
On the other hand, post-structuralism adds to a feminist analysis of women’s 
experiences of breast cancer. For instance, within some forms of feminism, women’s 
personal accounts are taken as necessarily authentic representations of their lived experiences 
(Gavey, 1989; Weatherall, Gavey & Potts, 2002). Such an approach could overlook the 
constructed and contextual nature of women’s experiences and narrations. Thus, by keeping 
post-structuralist beliefs in mind, women’s experiences can be acknowledged as meaningful, 
but analysed for the ways in which they are produced by women themselves and how they are 
constructed within a wider social and discursive framework.   
Although some feminists have critiqued post-structuralism for the way in which 
subjectivity is viewed as fragmented, this conceptualisation of subjectivity does offer some 
value to a feminist analysis. As Weedon (1987) explained, post-structuralism involves a 
‘conscious awareness of the contradictory nature of subjectivity’ and how this can ‘introduce 
the possibility of political choice between modes of femininity in different situations and 
between the discourses in which they have their meaning’ (p. 87). This means that women’s 
subjectivity can be viewed as something which is open to some degree of change, in that – 
despite the social imperative to maintain a unified identity – women’s desires, choices, and 
the subject positions that they take up can, at times, be contradictory and somewhat flexible 
(Gavey, 1989; this issue is discussed in more depth in section 2.4.5.1. Identity work and 
subject positions). Therefore, a woman with breast cancer living in Western society could 
very well identify to varying degrees, at different times or all at once, with the pink ribbon 
culture, and could attach multiple (and sometimes contradictory) meanings to her experiences 
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of this illness. It is within this theoretical framework that the critical discursive methodology 
of the project is situated. 
2.2.  Research Framework: Critical Health Psychology 
This thesis is located broadly within the field of critical health psychology and, 
specifically, the analytic approach sits within critical discursive psychology. There is a great 
deal of overlap between the theoretical and methodological principles of the two approaches. 
Critical health psychology consists of a wide range of methodological approaches and 
research endeavours pertaining to health, illness, the body, and medicine, which are unified 
by a number of central concerns (Lyons & Chamberlain, 2006). Most importantly, issues 
regarding health and illness are examined always in relation to the socio-cultural context and 
the power relations that circulate within the context (Lyons & Chamberlain, 2006). This is 
because critical health psychologists are concerned with how the surrounding context shapes 
individual and social issues regarding health, and aim to work towards achieving social 
justice by identifying inequalities, oppressive practices, and (potential) points of resistance 
(Lyons & Chamberlain, 2006; Murray, 2004). Within critical health psychology, dominant 
forms of knowledge such as biomedicine are questioned, rather than taken for granted as the 
‘truth’ (Hepworth, 2006; Lyons & Chamberlain, 2006). This critical approach to knowledge 
is indicative of the social constructionist and post-structuralist paradigm within which critical 
health psychology is typically located (Lyons & Chamberlain, 2006).  
This project fits within the framework of critical health psychology as it examines the 
social construction of breast cancer, and considers the implications of the disease’s 
construction for women’s subjectivity and experiences. By analysing the ways in which 
breast cancer is constructed both on a structural level – through breast cancer organisations – 
and on a personal level – through women’s accounts – I examine what counts as ‘valid’ 
knowledge regarding the illness. In doing so, I critically consider the potential inequalities or 
limitations that arise from dominant ways of speaking about breast cancer and question what 
space is available for alternative ways of speaking about, understanding, and responding to 
breast cancer. This aim is informed by feminist and post-structuralist thought, as well as by 
central principles in critical health psychology. 
Research in critical health psychology does not necessarily have to be qualitative in 
nature (Lyons & Chamberlain, 2006). However, qualitative methods do often lend themselves 
to research that focuses on the contextual factors and the constructed nature of people’s 
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experiences – methods that allow for a consideration of the researcher’s reflexive position, as 
well as an analysis of social inequalities in health (Chamberlain, 2004; Lyons & 
Chamberlain, 2006).  
2.2.1.  A discursive approach to breast cancer 
Within this project, I am interested in how meanings attached to the experience of 
breast cancer are constructed and perpetuated through language and the operation of power 
relations. In turn, the project involves a consideration of the ways in which these dominant 
constructions of breast cancer enable women to construct their own personal accounts of the 
illness and position themselves in relation to it, while at the same time disallowing other ways 
of speaking about and understanding breast cancer, and indeed about health and illness more 
broadly. This focus on language, subjectivity, and power grows out of the feminist post-
structuralist underpinnings of this project.  
In order to translate these theoretical concerns into a methodological approach, I 
conducted the two studies making up this project using methods situated within discourse 
analysis: multimodal critical discourse analysis (MCDA, Machin & Mayr, 2012) for the 
website analysis, and thematic discourse analysis (Clarke, 2005; Peel, Parry, Douglas & 
Lawton, 2005; Taylor & Ussher, 2001) for the analysis of women’s accounts. Discourse 
analysis is not so much a set of procedures as a set of principles that can be used to approach 
the analysis of language in relation to the wider social context (Potter & Wetherell, 1987). It 
is a form of critical analysis which fits well with the theoretical orientation of a feminist post-
structuralist approach (Gavey, 1989). This is because it involves examining the discourses 
made available to speakers within a specific social context, the subject positions offered 
through these discourses, and, therefore, how these discourses shape people’s subjectivity 
(Gavey, 1989; Weedon, 1987). For the purpose of this project, this approach consists of 
paying close attention to the context of language use in relation to breast cancer (both written 
and spoken) and how this context gives rise to particular discourses surrounding breast 
cancer. This additionally involves examining how power operates through language, by 
considering which ways of speaking about breast cancer might be dominant, while others are 
silenced, and which subject positions are available for women to take up, while others require 
women to ‘account’ for themselves and their positions. 
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2.2.2.  Critical discursive psychology 
There are several strands of discourse analysis and, to some degree, a divide has 
arisen between those who utilise fine-grained conversation analytic techniques to study 
language use as it occurs in everyday talk (e.g. Edwards & Potter, 1992), and those who 
conduct Foucauldian-inspired analyses of how discourse and power give shape to subjectivity 
(e.g. Hollway, 1984). However, I draw on the theoretical work of Wetherell and colleagues 
(e.g., Edley, 2001; Potter & Wetherell, 1987; Wetherell, 1998, 2007), and particularly follow 
Wetherell’s (1998) call to take a ‘synthetic’ approach in discourse analysis (p. 388). Engaged 
within a wider debate with Schegloff (1997) and others about what ‘counts’ as discourse 
analysis, Wetherell (1998) presented the argument that an integrated or synthetic approach 
could be taken, which combines elements of both conversation analysis and post-
structuralism. This approach involves both a close reading of language at the micro level, as 
is conducted within conversation analysis, and a post-structuralist concern with the wider 
macro level of social context and the power relations that give shape to discourse (Wetherell, 
1998).   
 This synthetic application of discourse analysis can be located more broadly within 
the field of ‘discursive psychology’, which involves a focus on ‘language performance, on 
everyday language use, and the action orientation of language’ in relation to understanding 
psychological phenomena (Wetherell, 2007, p. 663). In other words, concepts such as 
identities, emotions, attitudes, and experiences are not understood by discursive psychologists 
as ‘real’ cognitive entities, but rather as socially located and constructed through people’s use 
of language (Edley, 2001; Potter, 2008; Weatherall, 2012). Further, from this discursive 
perspective, people are viewed both as constituted by discourse, and as capable of producing 
discourse (Edley, 2001). This conceptualisation of the constitutive nature of language and 
people’s role in meaning-making coheres with the theoretical position of feminist post-
structuralism.   
2.2.3.  Research questions and structure 
In light of the theoretical and methodological orientation that I adopted, I structured 
this project as a two-fold analysis of how the experience of breast cancer is constructed 
through language, as located within current Australian (Western) society (aim 1), and how 
women with breast cancer negotiate such constructions of the illness in their own accounts 
(aim 2). As stated in chapter one, the aims of this thesis were: 
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1. To examine how breast cancer and women with breast cancer are constructed on 
an institutional level through the presentation of breast cancer information and 
support services on Australian breast cancer websites; and 
2. To explore how women with breast cancer construct their experiences of the 
illness, in light of prevailing meanings attached to breast cancer and health in 
general. 
In line with these aims, the overall research questions for this project were: 
1. How is breast cancer discursively constructed on the websites of breast cancer support 
organisations? 
2. How are women with breast cancer positioned within the presentation of breast cancer 
information and support services? 
3. What space is provided within the presentation of breast cancer information and 
support services for women who come from a range of minority groups (specifically, 
lesbians, women from ‘culturally and linguistically diverse’ (‘CALD’) backgrounds 
and Indigenous women
1
)? 
4. How do women with breast cancer (and who are located in minority groups) construct 
their experiences of this illness? 
5. How do women with breast cancer (and who are located in minority groups) negotiate 
prevailing meanings attached to breast cancer and position themselves in relation to 
current meanings? 
6. In considering these constructions of breast cancer, what are the broader implications 
for women in relation to their health and illness? 
The first study involved an analysis of the websites of Australian breast cancer 
support organisations, with the intention of examining how breast cancer is constructed 
through the portrayal of breast cancer information and support services. The focus of the first 
study, therefore, was on how breast cancer is constructed on a broad socio-cultural level. This 
was approached using MCDA (Machin & Mayr, 2012) and involved identifying how 
meanings attached to breast cancer were produced through multiple modes (visual, textual, 
colour, and layout) and how women with breast cancer were positioned on the websites in 
relation to their illness. Consideration was also given to what the possible discursive effects 
would be for women with breast cancer, in terms of how they can look, behave and respond 
                                                          
1
 These particular minority groups were selected based on the gaps identified in a review of literature, as 
discussed in chapter three. 
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in relation to cancer, and which groups of women were the focus of the websites, and, by 
extension which groups might benefit most from the information and support services. 
This led to the second study, which involved interviewing women living in Australia 
who have experienced breast cancer and who are located in various minority groups (as well 
as women living in rural/remote areas, who might face unique difficulties, see chapter three). 
I examined how these women constructed and negotiated their experiences of having breast 
cancer, the meanings they attached to the experience, and how they managed their 
subjectivity in relation to their breast cancer and in relation to their health more broadly. I 
therefore aimed to understand how breast cancer was socially constructed and how this was 
negotiated, discursively, by women. In the next two sections, I outline the methodological 
steps that I took in each study. 
2.3.  Study 1 – A Multimodal Critical Discourse Analysis of Australian 
Breast Cancer Websites 
The Internet is a multifaceted space that provides a rich context in which to analyse 
psychological and social phenomena (Lyons, 2000; Pauwels, 2011). This is particularly the 
case for health psychologists and sociologists, given that the Internet now operates as an 
important source of health information and can therefore provide many opportunities to 
examine the discourses and constructions of health and illness that are (re)produced through 
its various channels (Broom 2005; Lupton, 2012; Lyons, 2000). This context formed the 
backdrop of the first study, which involved analysing Australian breast cancer support 
websites, with the aim of examining how breast cancer was constructed through the 
presentation of the information and support services, and how women with breast cancer 
were positioned within this information, particularly, what space was provided to women 
located in minority groups who might be overlooked within the pink ribbon culture. In 
addition, the aim was to analyse what messages were transmitted to women, in terms of how 
they could possibly understand and respond to breast cancer. While a theoretical discussion 
of MCDA is presented in chapter four, here I present an account of the overall study. 
2.3.1.  Choosing and assessing the websites  
Initially, using Google, I identified 18 Australian-based websites relating to the 
subject of breast cancer. I then qualitatively assessed each website in terms of its suitability as 
a space for online communities and for the information that it provided to women with breast 
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cancer. The development of the selection criteria was informed by a review of current 
literature on breast cancer and the pink ribbon culture (see chapter three). The main criterion 
was that the website addressed itself to women with breast cancer (and, by extension, to their 
families, friends, and caregivers) and that it included the following aspects: information, 
services/resources, news, personal stories, events, and forums. Four websites were selected as 
being the most comprehensive: the Breast Cancer Network of Australia ([BCNA], 2011), 
Breast Cancer Care WA ([BCCWA], 2011), BreaCan (2011), and Cancer Australia ([CA], 
2011a). BCNA and CA are national organisations, whereas BreaCan and BCCWA operate at 
a state level. BCNA and BCCWA arrange events and support services, while BreaCan and 
CA focus mainly on informing women of events and services run by other organisations. I 
excluded websites which focused on breast cancer research or medical information (e.g., 
Breast Cancer Institute of Australia; Westmead Breast Cancer Institute), and those aimed at 
fundraising (e.g., McGrath Foundation), as these were not specifically addressed to women 
with breast cancer. The final selection of websites was therefore indicative of the cancer 
support organisations that were operating within Australia to provide direct support to women 
with breast cancer at the time of the study.   
Once I selected the websites, I took screenshots of the homepages and any pages that 
related to information and support services offered to women with breast cancer, their 
partners, friends, family, or other people affected by the illness. This generated 91 
screenshots
2
, which were dated (June – November 2011) and numbered (e.g., BCNA 1, CA 
4) and which formed the complete data set for the study. I then repeatedly read and visually 
assessed the screenshots, to develop familiarity with each website. During this process, I 
made brief descriptive notes of each website’s homepage regarding the use of colour, images, 
photographs, written text, and layout, which also helped to summarise the apparent aims and 
focus of each website.   
Although ethical approval was not necessary for this study, before publishing any 
findings, I obtained written approval from all four of the organisations, who all permitted me 
to use all website content (apart from the online forum on the BCNA website). This 
permission was given on the condition that any faces were blurred in photographs to protect 
people’s identities (see Appendix 1). 
                                                          
2
 Some web pages spanned more than one screenshot. 
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2.3.2.  Analysing the websites from a multimodal critical 
discursive perspective 
I analysed the websites using MCDA (Hansen & Machin, 2008; Machin & Mayr, 
2012; Pauwels, 2012). This involved extending the process of discourse analysis to include 
an analysis not only of text, but also of the use of images, colour, and layout of each website 
(see Figure 1. Image showing multiple modes analysed, for an illustration of the various 
components). This process consisted of searching for recurring and linked patterns of 
meaning across the websites, which then formed a set of codes. Each code consisted of a 
cluster of extracts (including images, words, and descriptions of layout or use of colour), 
which I then refined by reading through the extracts both within and across each code to 
ensure that they were coherent and distinct from each other. I then grouped sets of codes 
(e.g., ‘hope’, ‘life and growth’, ‘empowerment through information’) which, when clustered 
together, appeared to resource or make up a discourse (e.g., a discourse of ‘individual 
responsibility and empowerment’).  
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Figure 1. Image showing multiple modes analysed 
By identifying and analysing discourses, I firstly focused on how the presentation of 
breast cancer information and support services on the websites constructed the experience of 
breast cancer; in other words, how women could be expected to experience breast cancer. 
This involved analysing the common meanings that were attached to breast cancer across the 
29
websites. However, discourses not only serve to construct events and phenomena, they also 
‘make available positions for subjects [people] to take up’ (Hollway, 1984, p. 236), and 
construct ‘identities that are made relevant by specific ways of talking’ (Edley, 2001, p. 210). 
This means that common constructions of breast cancer (as produced through discourses) 
offer ways in which people can position either themselves or others in relation to the subject 
of breast cancer. I therefore searched for subject positions within the codes and discourses, in 
order to examine how women with breast cancer were positioned within the breast cancer 
information and presentation of support services.   
The theoretical lens that I took in this project clearly shaped my decision to use 
MCDA and the way in which I analysed the websites. I was not interested in describing how 
breast cancer was portrayed on the websites and how this reflected a broader ‘reality’; rather, 
I aimed to examine how the subject of breast cancer was constructed through particular 
choices of language (and other signs) and what the possible implications of power were for 
women with breast cancer (Weedon, 1987). I was therefore especially interested in the 
‘powers and practices’ (Hollway, 1983), which operated through the multiple modes that 
made up the discourses. I questioned who might be favoured by the prevailing constructions 
of breast cancer, and what space (and support) was made available on the websites to women 
who have breast cancer and come from a range of minority groups (lesbian, ‘CALD’ and/or 
Indigenous Australian women).  
 The actual process of designing and conducting this study was a great deal more 
exploratory and circular than it appears in the above description. This arose in part from the 
barriers that occurred at the beginning of the project, which prevented me from conducting an 
initially planned study that involved interviewing lesbians with breast cancer. Despite 
advertising that initial interview study through numerous community groups and health 
centres in Queensland and (later) in Melbourne as well, no participants came forward.  
The iterative approach I took also has to do with the nature of doing a discourse 
analysis which, as noted earlier, is less about following a series of explicit rules or steps 
(Wetherell, 2007) and more about examining the constructed nature of events or phenomena 
that give shape to people’s experiences and subjectivity (Gavey, 1987; Potter & Wetherell, 
1987). This study also laid the contextual foundation for the second study of the project, by 
providing some insight into how breast cancer is constructed within Western society. In brief, 
the websites perpetuated a neoliberal approach to health and illness by positioning women as 
being able to ‘live well’ with breast cancer and take control of their illness (see chapter four), 
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and did so while maintaining a focus on white, middle class, heterosexual women (see 
chapter five). 
2.4.  Study 2 – Accounting for Breast Cancer: Women’s Accounts of Breast 
Cancer in Australia 
 Whilst it is important to analyse the ways in which breast cancer is socially 
constructed, it is also necessary to consider how women themselves might negotiate their 
experiences of breast cancer – and how they position themselves – in relation to prevailing 
meanings surrounding the illness (Wilkinson, 2001). By doing so, insight can be provided 
into how breast cancer is currently constructed in Western society, whether and how women 
actively play a role in perpetuating or resisting dominant constructions, and what the broader 
implications might be for women in terms of how they are positioned in relation to their 
health. This approach to the research was shaped by feminist principles, such as favouring 
women’s personal experiences (Gavey, 1989; Wilkinson, 2000), but also specifically by 
Wetherell’s (1998) synthetic approach of considering how experiences are discursively 
shaped on both macro and micro levels. It was this approach that formed the structure for the 
second study of this project, which I now describe in detail. 
2.4.1.  Collecting women’s stories of breast cancer 
While conducting the first study, it became increasingly apparent that there were gaps 
across the websites in terms of the information that was (not) presented to lesbians/ women in 
same-sex partnerships, women from ‘CALD’ backgrounds, and Indigenous Australian 
women. Further, women who are located in rural areas of Australia can also face barriers in 
relation to their health and might not draw on dominant understandings of breast cancer in the 
same way as women who are located as central to the pink ribbon culture (McMichael, Kirk, 
Manderson, Hoban & Potts, 2000, see chapter three). Given the attention that is persistently 
given to white, heterosexual women’s experiences of breast cancer, I wanted to explore how 
women from minority groups understand and talk about their breast cancer experiences. For 
these reasons, I chose to recruit women who either identified as lesbian (or were in same-sex 
partnerships), lived in rural/ remote areas, or identified as ‘CALD’.   
 As these groups of women could be more difficult to locate, compared to mainstream 
women (white, heterosexual, middle-class, and/or city-based), I advertised the study, from 
February to November 2012, using multiple contacts and channels across Australia. These 
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channels included advertisements in newsletters, websites and radio, posters in health centres, 
personally participating in radio interviews, and speaking in person to health- and cancer-
related groups and organisations that I could access in Victoria and Queensland (see 
Appendix 2). Of the groups that I contacted, I received no response at all from two LGBT-
focused cancer-related organisations, twelve multicultural organisations, and two general 
cancer-related organisations. I additionally applied, and gained permission, to recruit women 
through the Review & Survey Group of BCNA (see Appendix 3). This is a group of women 
who have agreed to take part in breast cancer research, ranging from cancer trials to interview 
studies such as this one. This was facilitated by the Policy Officer of BCNA, who advertised 
the study via e-mail to a group of women across Australia. The advertising through BCNA 
was conducted in three waves, with an e-mail sent to two groups of 200 women (11
th
 
October, 2012 and 7
th
 November, 2012) and then to a group of 400 women (28
th
 November, 
2012).   
Twenty seven women volunteered to participate in the study. I stopped actively 
recruiting women after conducting these 27 interviews (in late 2012), as I felt that they were 
starting to generate the same patterns and themes, that is, reaching ‘saturation’ (Braun & 
Clarke, 2013, p. 55). At the same time, as Braun and Clarke (2013) have pointed out, 
conducting too many more interviews could have prevented an in-depth analysis of the 
women’s stories and might have appeared as an attempt to obtain a ‘complete and truthful 
picture’ (p. 56, emphasis in original). Such an attempt would, in fact, be contradictory to the 
post-structuralist critique of endeavours aimed at ‘“discovering” reality’ (Gavey, 1989, p. 
463). 
2.4.2.  Participant characteristics 
 Despite trying to advertise using multiple routes, almost all of the women who 
volunteered were a part of the BCNA Review & Survey Group (although not all women 
indicated how they had heard about the study). This could be because these women had 
already expressed a willingness to take part in research, and were approached by the 
organisation that had recruited them for research, so were therefore more prepared to share 
their breast cancer stories. It is also important to consider that although these women came 
from a range of minority groups, they were all connected (to varying degrees) to BCNA – a 
highly visible and active breast cancer organisation – which would certainly have shaped 
their experiences of breast cancer and the meanings that they attached to the illness. 
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However, given the theoretical lens of this research, these women’s accounts were not 
approached as reflective of all women with breast cancer, or even representative of their 
different social locations (speaking as lesbians, women living in rural areas, women from 
CALD backgrounds). As I will discuss later, the focus was, rather, on the nuanced process of 
how each woman discursively constructed the story of her experience (and meanings attached 
to it), in relation to broader cultural meanings attached to breast cancer. 
Of the twenty seven women, 15 lived in rural/remote areas, four identified as lesbian, 
and ten identified as ‘CALD’3. They ranged in age from 29 to 72 years old. Seventeen 
women were born in Australia and ten in other countries (China, Germany, Indonesia, Malta, 
New Zealand, Peru, South Africa, Spain, Turkey, UK). Not all women who were born in 
other countries explicitly identified themselves as ‘CALD’, which highlights the flexible and 
constructed nature of the term. Four women were single, eight women were in de facto 
relationships (five male and three female partners), and 15 were in heterosexual marriages at 
the time of the study. Eleven were living in Queensland, seven in Victoria, five in New South 
Wales, one each in Western Australia, Tasmania, and the Australian Capital Territory (thus 
covering six of the eight Australian states and territories), and one woman identified as a 
nomad. Twenty one women stated that they did not follow a religion, while the remaining six 
described themselves as Christian, Muslim, Catholic, Anglican, Buddhist, and as practising 
Rāja yoga. Fifteen women were in paid employment, three were studying and nine were 
retired. Five women had finished high school or less and 22 women had completed some 
form of tertiary education. Thus, these women clearly came from a wide range of 
backgrounds and occupied multiple, intersecting identity positions, which they drew on at 
different points in their interviews (see Appendix 4 for an overview of each participant’s 
characteristics). For the purpose of protecting their identities, each woman was asked to 
choose a pseudonym at the start of the interview, which is used in all presentations of results. 
2.4.3.  Interview process 
Keeping in mind that their experiences of breast cancer would be highly personal and 
sensitive in nature, I chose to conduct individual, semi-structured interviews in this study 
(Braun & Clarke, 2013). All interviews were conducted by telephone, to accommodate 
women who lived in rural/remote areas and those who might have been too ill to have face-
to-face interviews. This also meant that interviews could be conducted with women across 
                                                          
3
 Women were asked via e-mail with which of the three categories they identified. Some identified with more 
than one category. 
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Australia, which added to the range of participants. Some of the drawbacks of doing 
telephone interviews, however, were that the interviews were prone to interruptions (e.g., 
other people interrupting participants in the background) and a number were interrupted by 
technical problems, such as poor telephone connections. In addition to this, I was required to 
pay greater attention to audible cues (e.g. sighs, pauses, stuttering, changes in tone of voice, 
etc.) that signalled a participant’s potential distress or difficulty in talking about something, 
rather than being able to rely on facial expressions to guide the interview (Braun & Clarke, 
2013).  
The interviews ranged in length from 33 minutes to 1 hour and 27 minutes. Before 
starting each interview, I explained the study again to the participant, addressed the ethical 
guidelines of the research (see section 2.5.2.  Ethical practice), and asked a series of 
demographic questions for background information (see Appendix 5). At this point, I asked 
the participant whether she had any questions or concerns. Each interview then began with 
the question ‘Can you please tell me about your experience of having breast cancer? Please 
feel free to talk about anything that you think has been important about your experience, and 
let me know if there is anything that you do not feel comfortable talking about’. Once the 
participant began her story, the interview was then guided by a set of open-ended questions 
(see Appendix 6), which were based on broad thematic areas of the topic and on the broader 
research questions of the project (see section 2.2.3.  Research questions and structure). I tried 
as much as possible to allow each participant to determine the direction of the interview, only 
asking questions when prompts were necessary, and leaving the pre-determined questions for 
later in the interview, if they had not been addressed spontaneously by the participant. Near 
the end of the interview, I asked each participant whether she had any suggestions for breast 
cancer organisations with regard to areas for improvement (e.g., access to services) or any 
advice for other women with breast cancer who might have similar experiences to them. 
These questions were directed by the feminist principle of trying to effect social change, or 
achieve political goals, through research (Gavey, 1989; Wilkinson, 2000, see section 2.5.
 Translating Research into Practice). Further, as I sensed the interview coming to a 
close, I asked the participant whether she had anything else that she still wished to speak 
about, which very often led back into a discussion of earlier topics or, at times, raised new 
issues. Finally, remembering that talking about an illness such as breast cancer might be 
emotionally draining, I ended the interview by asking the participant how she felt after 
sharing her story, in order to provide a moment for reflection. 
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In taking a feminist post-structuralist approach, I viewed the interviews as 
conversations (albeit research-oriented conversations) jointly constructed by the participants 
and me, and I therefore took an active role in the way that I interacted with participants 
(Gubrium & Koro-Ljungberg, 2005). During the interviews, this involved me openly 
responding to what participants said, rather than trying to maintain a neutral stance. Although 
I had not personally experienced breast cancer, I had witnessed my late father’s experience of 
having oesophageal cancer, and was therefore able to relate in some way to the emotions and 
experiences that the women expressed in their interviews. Whilst I did not openly disclose 
this fact during the interviews, I did explain my personal background if they asked where my 
interest in cancer stemmed from. Given the multiple identity positions that people hold, there 
were times during the interviews when I was positioned as an ‘insider’ – for example, as a 
woman in a same-sex relationship talking to another woman in a same-sex relationship – but 
at other times as an ‘outsider’, particularly as a woman who has not personally experienced 
breast cancer (Jootun, McGhee & Marland, 2009, p. 44). Owing to the emotional nature of 
the topic, and the extended length of the interviews, I noticed that at times the interviews 
appeared to take on a ‘quasi-therapeutic’ feel (Kvale, 2007, p. 30). This meant that I 
sometimes felt compelled to reassure and validate what the participants said; however, I tried 
as much as possible to time sensitive questions carefully, so as not to misuse the participants’ 
trust. 
While analysing the interviews, I additionally recognised my role in constructing what 
was said and not said in the interviews (Gergen, 2008). For example, in taking a critical 
discursive and feminist perspective, I was aware of certain views that I already held about the 
experience of breast cancer and how it is socially constructed in Western society (e.g., being 
suspicious of the optimism that is encouraged in people with cancer). In transcribing and 
analysing the interviews, I became increasingly aware of the times when I (unintentionally) 
subtly encouraged women to expand upon opinions that were in line with my own, while 
showing less overt interest when women constructed their breast cancer in ways that 
resonated less with my views. Although it is vital to be transparent about one’s role as a 
researcher, this ‘interference’ on my part was not necessarily a hindrance to the interview. 
Given the critical discursive perspective of this study, the purpose of the interview was not to 
elicit a neutral, objective, or ‘true’ account (Gavey, 1989; Weatherall, 2012), but was to 
examine the constructed (and changeable) nature of women’s accounts of breast cancer.   
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2.4.4.  Transcription and coding 
 The interviews were digitally recorded and stored in a password-protected digital 
folder. Transcriptions were additionally stored in hard copies in a locked cabinet. After the 
interviewing process was complete, with the help of two research assistants
4
, I transcribed 
each interview using a modified version of Jefferson’s notation system (see Table 1, or Braun 
& Clarke (2013) for a detailed explanation). This method of transcription is quite detailed 
compared to others. It is not an attempt to render an objective duplication of the interview, 
but rather done for the purpose of being able to analyse language use and structure in an in-
depth manner. By transcribing the interviews, and reading through each one repeatedly, I was 
able to familiarise myself with each participant’s story and start to identify recurring patterns 
across the set of interviews.   
Table 1 
Transcription Key 
(word) marks interspersed minimal responses 
wor- marks abrupt termination of word or sound 
‘word’ marks reported speech 
((laughs)) marks non-spoken action 
wo’d marks letter omitted from word or phrase 
(1) marks a pause (e.g., (1) = 1 second) 
(.) marks short pause (less than 1 second) 
[inaudible] marks transcriber’s notes 
word marks emphasis on a word 
word= marks where one word or sound runs into another with no interval 
In using thematic discourse analysis, a corpus of data can be analysed in totality (e.g., 
Taylor & Ussher’s (2001) analysis of SM) or coded for a specific area of interest (e.g., Peel 
and colleagues’ (2005) focus on diet in accounts of people with Type 2 diabetes). In 
reviewing the literature and lay materials concerning breast cancer in Australia, and in 
conducting the first study, the discourse of ‘individual responsibility and empowerment’ 
appeared to be a dominant construction of breast cancer, specifically, and in approaches to 
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 Research assistants helped to type up some of the interviews without notation. They were asked to sign non-
disclosure agreements (see Appendix 7). 
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health within current Western society, in general. I therefore focused on coding and analysing 
the interviews for any instances in which the participants oriented to this discourse in some 
way within their talk, which turned out to be frequently. 
I thematically coded the data by searching for recurring words and phrases both 
within and across the interviews which formed discrete codes (e.g., ‘living well’, ‘keeping 
active’, ‘(un)healthy behaviours’). I then transferred extracts of the interviews into an Excel 
spreadsheet, where I clustered groups of extracts that appeared to be related in meaning and 
sorted them under preliminary discursive themes, while listing the codes in neighbouring 
columns on either side. I then refined and rearranged each theme through repeated readings 
of the clusters, as well as checking the extracts back in their original context. While arranging 
codes and themes, I also identified any subject positions (e.g., ‘pragmatic’, ‘health 
consumer’, ‘good patient’) or rhetorical strategies (e.g., ‘repair’, ‘justify’, ‘resist’) that 
speakers used in the extracts. Codes, subject positions, and rhetorical strategies were colour-
coded in black, blue, and red respectively, for ease of analysis. I additionally highlighted 
extracts that involved speakers resisting or contradicting a theme, so as to gain a more 
nuanced analysis of participants’ talk. Once the themes appeared to be relatively coherent and 
distinct, I discussed the coding with my two advisors, which helped in checking the clarity of 
my initial interpretations and overview of the data. 
2.4.5.  Discursive analysis of women’s accounts of breast cancer 
As noted earlier, I used thematic discourse analysis to analyse the interviews (Clarke, 
2005; Peel et al., 2005; Taylor & Ussher, 2001). This method can be viewed as being situated 
within critical discursive psychology in that people’s experiences are seen as shaped or 
constrained through language, and language is analysed for the way in which it is socially 
constructed (Peel et al., 2005). Applications of this method vary. However, it usually involves 
the researcher identifying ‘discursive themes’ that occur within talk, and examining these 
themes in terms of their ‘rhetorical design’ and ‘ideological implications’ (Clarke, 2005, p. 
8). In using this method, talk is viewed as an action in and of itself, during which speakers 
can achieve certain things, for example, constructing an identity
5
 or accounting for an action, 
event, or experience. Discursive themes are understood as being shaped and constrained, 
through broader discourses, by what is considered ‘sayable’ within a certain social context. In 
                                                          
5
 I conceptualise ‘identity’ as an entity that speakers construct through talk and that is shaped by the wider social 
context, that is, through interactions with others and by what is deemed ‘sayable’ within a particular 
sociocultural location (Smith & Sparkes, 2008). 
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addition, thematic discourse analysis involves analysing how speakers take up, resist, or 
reconstruct various identity positions, made available through discursive themes, while 
constructing and ‘repairing’ their identities so as to be viewed in a positive light (Clarke, 
2005; Peel et al., 2005). 
2.4.5.1.  Identity work and subject positions 
 Contrary to traditional psychological notions of identity as a cognitive entity, 
discursive psychologists argue that people constantly engage in ‘identity work’ and that this 
occurs through talk (Potter & Wetherell, 1987; Taylor, 2005; Wetherell, 1998). Therefore, 
there is a focus on how people continually construct, manage, and negotiate their identities 
through social interaction (specifically conversation) (Edley, 2001; Smith & Sparkes, 2008). 
This is an on-going process, and because meanings in language shift, identity (or subjectivity, 
as understood from a post-structuralist perspective, Gavey, 1989) is always open to change 
(Edley, 2001; Taylor, 2005).   
Identities are shaped through ‘subject positions’, which are simply positions or 
‘locations’ that a speaker can take up in a conversation (Edley, 2001, p. 210) that are made 
available through discourses (Davies & Harré, 1990). Davies and Harré (1990) provided an 
explanation of how subject positions operate in the construction of a person’s identity: 
An individual emerges through the processes of social interaction, not as a relatively 
fixed end product but as one who is constituted and reconstituted through the various 
discursive practices in which they participate. Accordingly, who one is is always an 
open question with a shifting answer depending upon the positions made available 
within one’s own and others’ discursive practices and within those practices, the 
stories through which we make sense of our own and others’ lives (p. 46). 
From a post-structuralist perspective, as explained earlier, a person’s identity is understood to 
be constituted through language, not free from it (as was previously conceptualised within 
liberal humanism) (Davies & Davies, 2007; Weedon, 1987). However, people’s talk, 
experiences, and identities can be viewed as constituted through language, while their agency 
can, simultaneously, be acknowledged (Clarke, 2005; Taylor & Littleton, 2006; Wetherell, 
1998). People can be seen, therefore, to play an active role in positioning both themselves and 
others, by taking up or rejecting subject positions, rather than simply being placed in subject 
positions by discourses in a top-down manner.   
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Remembering that language (and meaning) is always open to change, people’s 
identities are never ‘wholly coherent and integrated’ (Taylor & Littleton, 2006, p. 26); yet, 
there remains a pressure within talk and narration (in Western society) to be – or appear to be 
– consistent as speakers (Taylor, 2003, 2005). Because people can take up multiple (and often 
contradictory) subject positions, however, people’s talk and identity work is prone to 
‘trouble’, which requires them to actively explain, justify, or repair their positioning so as to 
maintain some appearance of consistency (Wetherell, 1998). Speakers additionally need to 
‘repair’ their identities when they take up, or are positioned in, negatively valued subject 
positions, or otherwise explain or justify holding that position (Wetherell, 1998). 
When analysing the interviews in my second study, I examined how women 
accounted for their experiences of breast cancer by drawing on current ways of speaking 
about the illness, and how they referred to themselves and others while doing so. Similar to 
Peel et al. (2005), this involved drawing on Edwards’ (1997) concept of ‘accountability’: 
‘when people describe events, they attend to accountability. That is to say, they attend to 
events in terms of what is normal, expectable, and proper; they attend to their own 
responsibility in events and in the reporting of events’ (p. 7, emphasis in original). The 
analysis therefore not only entailed how women constructed the experience of having breast 
cancer, but how they accounted for the diagnosis of cancer, as well as their own role both 
during and after the illness. Hence, this focus on accountability enabled a synthetic approach 
through a combination of a micro-analysis of women’s talk, as well as a macro-analysis of 
broader discourses and power relations and how they shape and constrain women’s 
subjectivity in relation to their health. 
2.5. Translating Research into Practice 
 Apart from the analytic principles of this project, there were other socially-oriented 
principles that guided this research. Firstly, I was concerned with highlighting any social 
disparities in terms of how breast cancer is dealt with in a Western context, but specifically 
with the intention of contributing in some way to initiating social change in the future, which 
is a guiding principle within critical health psychology (Lyons & Chamberlain, 2006). 
Secondly, this project involved maintaining an ethical standard throughout, a general 
principle in research, but also one that critical health psychologists aspire to in their attempt 
to achieve justice through research (Hepworth, 2006).   
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2.5.1. Attempting social change 
There is a focus within critical health psychology on the role that a person’s context, 
as well as her/his position within that context, plays in her/his health and illness (Lyons & 
Chamberlain, 2006). This has led to a concern regarding the social, cultural, economic, and 
geographical positions that people occupy and how these positions shape and constrain what 
resources they have available to them, thereby impacting upon their health. As discussed 
earlier, a driving aim of my first study was to identify how certain groups of women might be 
overlooked in the presentation of information and support services on Australian breast 
cancer websites. With this purpose, therefore, it seemed vital to translate the analysis of the 
websites into a more practical discussion that could be presented to the breast cancer 
organisations, in order to go some way towards creating change.  
To fulfil this purpose, I wrote a report
6
 which combined and briefly described the 
findings from both studies, with a focus on how women from minority groups were 
represented on the websites and to what effect, as well as a description of what women found 
helpful and difficult in dealing with breast cancer (see Appendix 8). I sent this report to the 
four organisations whose websites were included in the study, three of which (BCNA, 
BreaCan and BCCWA) had originally expressed an interest in receiving a report. This report 
discussed the areas where the websites constructed information in ways that were potentially 
beneficial for women, as well as pointing out gaps across the websites in terms of the 
information and support services appropriate to women located in minority groups. The 
report also included suggestions for changes that could be made to improve accessibility for 
women in minority groups.  
An additional report was written for women who participated in the second study (see 
Appendix 9). During the interviews, women had expressed an interest in how their 
experiences might compare to those of others, and many explained that their reason for 
participating was to help other women through the experience. I therefore wrote this report to 
highlight some of the similarities in, as well as the variety of, women’s experiences. This 
report was also written for the purpose of focusing on the experiences of women from 
minority backgrounds, as a way of remedying the focus on white, heterosexual, middle-class 
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 The initial plan was to write both a report for organisations and to create a booklet of stories for the women. 
This booklet would have included shortened versions of each story, which would have been written in 
collaboration with each woman (with her permission). The booklet would then form a resource which would be 
sent to each participant and to the participating breast cancer organisations. However, this became unfeasible, 
owing to financial and time constraints, and as a result, I instead opted for a separate report for the organisations 
and for the participants. 
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women’s experiences in mainstream breast cancer materials. This report was sent to all of the 
participants as a way of feeding back the knowledge generated from the project.  
 As I will now discuss, doing research from a critical perspective, maintaining feminist 
research practices, and collaborating with the organisations and women with breast cancer, all 
resulted in a number of tensions that I needed to address throughout the project. 
2.5.2.  Ethical practice  
Maintaining a high ethical standard was essential but at times complicated within this 
project. The first practical step towards ensuring an ethical standard was to gain institutional 
ethics approval for the two studies. As explained earlier, although this was not necessary for 
the first study on breast cancer websites, it did require gaining permission from each 
organisation, in order to reproduce the website content in publications. The second study, 
involving interviews of women from minority groups, did require formal ethical approval 
through the Student Research Ethics Review board in the School of Psychology at the 
University of Queensland (12-PSYCH-PhD-16-JS). This body is a subcommittee of the 
University’s Behavioural and Social Sciences Ethical Review Committee, established in 
compliance with the National Health and Medical Research Council’s Statement on Ethical 
Conduct in Human Research. 
 In following the ethical guidelines as set out by the Ethics Review board, there were 
several principles that I tried to follow, especially when designing and conducting the second 
study. These principles were to gain informed consent from the participants, to maintain their 
confidentiality, to balance the costs of participation with the benefits, and to reflexively 
consider my position as the researcher (Brinkmann & Kvale, 2008). Before conducting each 
interview, I sent an information sheet to each participant about the project, which briefly 
informed her about the topic of the research, what her participation would entail, and how her 
confidentiality would be maintained (see Appendix 10). As noted earlier, I then reiterated this 
information at the start of each interview, as well as pointing out the potential benefits of 
participation (e.g., being able to reflect on their experiences, helping other women who might 
go through similar experiences). To protect the women’s confidentiality, I secured all of the 
data and participant information in password-protected files. In addition, each participant 
chose a pseudonym and I removed any identifying information from the interview material. 
Maintaining reflexivity about one’s position as a researcher is also vital in qualitative 
research, as it offers a way in which the researcher can be more transparent about her/his 
41
participation and influence in the research process (Jootun et al., 2009; Mauthner & Doucet, 
2003). This does not simply involve a researcher describing herself (e.g., as a white, middle-
class, lesbian, woman, academic), but requires an on-going reflection on how the researcher’s 
actions and choices shape the research, the involvement of the participants, and, ultimately, 
the outcomes of the research (Mauthner & Doucet, 2003). In following this principle, I tried 
to remain as reflexive as possible about my own involvement, and have attempted to reflect 
on this throughout this chapter. As I will now discuss, this reflexivity did require addressing a 
number of ethical and methodological questions that were raised during the research. 
2.5.3.  Balancing ethical principles with critical goals 
Weatherall et al. (2002) have discussed the possibility of ethical tensions that can 
arise specifically when conducting feminist discursive research, given that a feminist agenda 
can sometimes contradict the purpose of critical discursive work and vice versa. For instance, 
a central aim in feminist research is to respect participants by being transparent about the 
purpose of the research, and how it will be conducted, in an attempt to dismantle the unequal 
power relations between the participant and the researcher (Weatherall et al., 2002). This 
transparency, however, can hinder the goals of discursive research, because in knowing the 
aims of the research, participants could very well change the way that they speak, either to 
accommodate these aims or to avoid criticism. As Weatherall et al. (2002) have explained, 
this would hinder a discourse analysis by limiting the participants’ language use, and 
therefore reducing the potential for new and interesting insights into the research topic.   
 The issue of informed consent also becomes complicated when participants are not 
clear about the aims of the research, and therefore agree to participate on the basis of 
misunderstandings about the research outcomes (Weatherall et al., 2002). With a topic such 
as breast cancer, this could well have been the case with the participants in the second study. 
For this reason, I tried to be clear about the purpose of the project. That is, that it was an 
exploration of the experiences of women from a range of minority groups – since this is still 
an under-researched area in breast cancer research – and that any insights from their 
interviews would be included in a report to Australian breast cancer organisations 
(specifically, BCNA, BreaCan, BCCWA and CA). Nevertheless, in saying this to the 
participants, I was concerned that they would have high expectations about the impact the 
research would have on effecting change within the organisations, or even on the lives of 
other women. Although there was no way of predicting the impact of the research, I believe 
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that effecting change was still an aim of the project and one worth informing the participants 
about.  
 Another possible tension that can develop between feminist and discursive aims is the 
extent to which participants are reflexively involved in the research process (Weatherall et 
al., 2002). There is a strong emphasis in feminist research on giving ‘voice’ to women’s 
experiences (especially those not previously heard) (Wilkinson, 2000). One way of doing this 
is by encouraging participants to have a say in different aspects of the research, such as 
commenting on interview transcripts and the researcher’s interpretations (Weatherall et al., 
2002, see McCormack, 2004 for a good example of this process). Contrastingly, as 
Weatherall et al. (2002) explained, ‘discourse analyses generally take people’s words not as 
reflections of their selves or their experiences but as the articulation of broader systems of 
meaning’ (p. 536). Attempting to check the validity of one’s interpretations with the 
participants therefore contradicts the ontological and epistemological assumptions of 
discursive (and post-structuralist) work and could be potentially disempowering for 
participants to read. Given this tension, I chose not to check the interview transcripts and 
analyses with the participants; however, I wrote a version of the analysis that would be 
meaningful and accessible for them and their interests (see Appendix 9).  
 This tension between adhering to ethical, feminist principles and maintaining a critical 
discursive perspective was something that I experienced throughout the project. For example, 
when writing the analysis of the website study for academic publication, I found myself 
trying to write a critical analysis, while still presenting the material in a style that was 
respectful of the breast cancer organisations. I felt constantly aware of the assistance that they 
had provided me (particularly BCNA and BreaCan), in the recruitment process, and therefore 
did not wish to appear to be overtly critical. Whilst it was initially easy to conduct a critical 
discursive analysis of the websites, the more interaction I had with the organisations, the 
more difficulty I had in maintaining this criticality. At the same time, I was determined to 
continue using the theoretical and methodological approach that I had chosen, as I believed 
that the purpose was not to review individual organisations, but rather to critique socially 
established ways of speaking about breast cancer and how it is currently dealt with in 
Western society. This required me to reflect constantly on how I was maintaining this balance 
and to make any adjustments in my writing when necessary. Another way of dealing with this 
was to write the publications in a way that was appropriate to the standards of academic 
writing and in line with other discursive work, and write a separate report for the breast 
cancer organisations. 
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 As Weatherall et al. (2002) commented, these tensions continue to pose dilemmas for 
researchers who position themselves as feminists but who wish to conduct discursive 
research, and there are no easy solutions to these problems. However, by remaining reflexive 
about the process, I attempted to remain aware of these tensions and tried to work through 
them as they arose (Weatherall et al., 2002). 
2.6.  Conclusion 
 In this chapter, I discussed the theoretical orientation of feminist post-structuralism 
and how it can be applied to understand the construction of knowledge, language, and 
subjectivity in relation to breast cancer and women’s experiences of the illness. This 
approach enables a critical analysis of how an illness such as breast cancer is socially 
constructed and how women are subjectified through discourse and through the surrounding 
neoliberal, Western context. At the same time, this approach offers insights into the active 
role that women can take in constructing their subjectivity. As I argued, the theoretical 
framework of feminist post-structuralism sits well with the principles espoused within critical 
health psychology. In this field, people’s experiences are understood as socially produced and 
shaped by contextual power relations. This means that how we understand breast cancer 
today is shaped by dominant constructions of ‘valid’ knowledge about the illness and about 
women who have breast cancer. Hence, such forms of knowledge make certain experiences 
more ‘sayable’ than others. Multimodal critical discourse analysis and thematic discourse 
analysis both offer the necessary tools with which to analyse how breast cancer and women’s 
subjectivity is socially and discursively constructed. Nevertheless, it was necessary to 
continually be aware of, and reflect on, the tensions that arose in trying to do research that 
adhered to the principles of both feminism and post-structuralism, as well as in conducting 
ethical and critical research. 
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Chapter Three 
Discursive Constructions of the Pink Ribbon Culture  
of Breast Cancer in the Australian Context 
 
 
The previous chapter set the theoretical and methodological framework for this thesis. This 
framework structured the orientation that I brought to reviewing previous breast cancer 
literature, as well as in designing the two studies of this thesis. As explained in chapter two, 
the principles of feminist post-structuralism were integral in developing my approach towards 
analysing the pink ribbon culture. This meant keeping the focus on how this phenomenon, as 
well as women’s subjectivity, is socially and discursively constructed.  
Chapter three presents a critical discursive review of breast cancer literature and lay 
materials relating to breast cancer that were available in Australia at the time of the study. 
This chapter is based on an extensive review of previous literature, as well as a discursive 
analysis of collected breast cancer information leaflets and resources, newspaper articles, 
public health campaigns, and personal stories. This selection and analysis of lay materials 
does not represent a systematic study, but was rather meant to explore and illustrate some of 
the ways in which breast cancer is constructed in this context. The purpose of this analysis 
was to extend the previous reviews of the pink ribbon culture in northern hemisphere 
contexts, to consider how this culture plays out within the Australian context, in terms of how 
breast cancer is constructed and how women with breast cancer are positioned.  
In this chapter, the pink ribbon culture is presented as an ‘illness culture’ (consisting 
of particular discourses and practices) that provides a framework in which women can 
understand and experience their illness. The central argument of this chapter is that the 
discourses and practices that resource this illness culture are neoliberal, in the way that they 
support and sustain ideals of individualism, consumerism, and self-determination in relation 
to dealing with breast cancer. Within this chapter, the argument is also made that this focus 
on the individual means that attention moves away from the multiplicity of experience and 
the myriad social factors that give shape to experiences of health and illness. This chapter is 
presented here in the form of a paper that will be published in Feminism & Psychology in 
November 2014: 
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Exploring the pink ribbon culture as a neoliberal
‘illness culture’
The social and discursive experience of breast cancer has shifted signiﬁcantly in the
last 20–30 years in industrialised, English-speaking, Western societies (King, 2006;
Sulik, 2011). Historically, cancer was constructed through religious discourses as
attributable to personal sin, and later through medical discourses as caused by
cancer-prone personalities (Sontag, 1977/2001). Such constructions of breast
cancer mirrored the positioning of women, especially during the Victorian era, as
victims of their own bodies (Thorne & Murray, 2000; Ussher, 1989). In turn, this
aﬀorded doctors with power and control in decision making, thus often requiring
women to undergo treatments without their consent (Thorne & Murray, 2000).
The way in which breast cancer is socially understood and personally experi-
enced has since been fundamentally re-shaped through breast cancer activism,
which emerged in the late 1980s (Klawiter, 1999). Whilst there are several strands
to this health movement, mainstream contemporary understandings of breast
cancer are constructed through what is termed the ‘pink ribbon culture’. This is,
in eﬀect, an illness culture, within which breast cancer has been re-constructed from
being a ‘stigmatised disease’ to ‘a cause’ around which people have formed a col-
lective purpose of raising awareness and support (King, 2006). At the centre of this
culture stands the ‘breast cancer survivor’ – quite diﬀerent from the ‘cancer victim’
of earlier discourses (Kaiser, 2008).
The pink ribbon has become synonymous with breast cancer, since its ﬁrst use
by Evelyn Lauder, breast cancer survivor and owner of Este´e Lauder, as part of the
ﬁrst American National Breast Cancer Awareness Month in 1992 (Kaiser, 2008).
The idea of using a ribbon to depict an illness stemmed from the pre-existing HIV/
AIDS red ribbon (Sulik, 2011). As Sulik (2011) explained, the pink ribbon culture
is based on ‘deeply held beliefs about gender and femininity, mass-mediated con-
sumption and the [biomedical] cancer industry’ (p. 9). This observation is evidenced
in other analyses of the pink ribbon culture (see Ehrenreich, 2009; King, 2006;
Klawiter, 1999), which all draw attention to the celebration of neoliberal individu-
alism, feminine ideals, and the imperative for optimism that are central aspects of
this illness culture.
Applying feminist post-structuralism
Following earlier critiques of the pink ribbon culture, we examine this illness cul-
ture by taking a feminist post-structuralist approach to analyse the discourses and
practices that construct it. We understand feminist post-structuralism as ‘a mode of
knowledge production which uses post-structuralist theories of language, subject-
ivity, social processes and institutions to understand existing power relations and to
identify areas and strategies for change’ (Weedon, 1987, p. 40). Within this frame-
work, we conceptualise a discourse as a collection of interrelated statements that
form around socially recognisable values and meanings, which are circulated
through the operation of power relations and within speciﬁc social contexts,
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rather than located within individuals’ thoughts or behaviours (Hollway, 1983).
Thus, we are interested in how the experience of breast cancer has come to be
constructed through particular discourses and practices that circulate in Western
society and have cohered to form a speciﬁc illness culture. The ways that women
can experience their breast cancer are shaped and constrained by culturally relevant
beliefs about health and illness, themselves transmitted through institutions such as
medicine and the media. Discourses of breast cancer oﬀer women a number of
subject positions, which allow them to receive support, but at the same time con-
strain their subjectivity with regard to their illness. In taking a feminist approach,
we focus on the discursive and material eﬀects this has in shaping women’s lives. As
our title suggests, we examine how discursive constructions of breast cancer – such
as the imperative of breast surveillance – can shape women’s subjectivity in both
productive and restrictive ways (e.g. as both empowering and an imperative to be
followed).
In this paper, we review existing breast cancer lay materials and critiques of the
pink ribbon culture, and illustrate our argument – that the pink ribbon culture is a
neoliberal illness culture – with examples from the Australian context and else-
where. We show that, in many ways, the pink ribbon culture operates within
Australia in similar ways to other English-speaking Western countries, yet it also
diverges in other ways. We draw on various resources, information packs, cam-
paigns and the websites of several prominent Australian breast cancer organisa-
tions (e.g. Breast Cancer Network Australia (BCNA), Cancer Australia (CA), the
McGrath Foundation, National Breast Cancer Foundation (NBCF)), as well as
women’s autobiographies and current newspaper articles relating to breast cancer
in Australia. These are by no means exhaustive or systematically selected, but are
used to exemplify the discursive and social construction of breast cancer, embedded
within a particular context and circulated through current lay materials available to
women with the illness.
As we argue, although elements of the pink ribbon culture are beneﬁcial and
empowering, there are some limiting eﬀects of this culture, in terms of how breast
cancer is constructed and how women with breast cancer are positioned, namely, in
gender normative ways and as personally responsible for their health and illness.
Further, the construction of breast cancer needs to be considered contextually,
which we illustrate by situating our analysis speciﬁcally within the current socio-
historical context of Australia.
Discursive constructions and positionings of breast cancer
We identify two discourses that appear to shape the pink ribbon culture and that
construct understandings of breast cancer: the discourse of ‘individual responsibil-
ity and empowerment’ and the discourse of ‘optimism’. We discuss these discourses
separately, around some of the practices that make up these discourses; however,
they need to be viewed as intersectional in the way that they construct breast cancer
and position women with breast cancer. In taking a feminist post-structuralist
approach, we discuss both the productive and restrictive eﬀects these discourses
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have for understanding breast cancer and how women are positioned in relation to
their illness.
Discourse of individual responsibility and empowerment
As we illustrate in this section, within the discourse of ‘individual responsibility and
empowerment’, women are positioned as ‘empowered’ when they are seen to
engage in personal testimony about their cancer, practices that maintain their fem-
ininity and breast self-surveillance strategies. Women’s empowerment is con-
structed through the information and support oﬀered to women with breast
cancer, and on a structural level through medical and informational resources,
such as those oﬀered in Australia. Attention to empowerment does serve to pos-
ition women as in control of their illness trajectories in ways that were previously
disallowed; however, we argue that it also locates the management of health and
illness in the domain of personal responsibility, reﬂective of the neoliberal indi-
vidualism of Western society (Rose, 1999).
The neoliberal focus of this individualism is exempliﬁed through practices that
encourage others to support women with breast cancer by engaging in consumerist
and sporting activities to raise both money and ‘awareness’ for the illness. This has
played out in the Australian context through men supporting women (as their
partners). Whilst this inclusion of men dismantles breast cancer as an illness that
only aﬀects women, it can reproduce gendered and heteronormative constructions
of women with breast cancer. Further, the focus that is placed on white, hetero-
sexual, middle-class women within the pink ribbon culture becomes evident
through the construction of awareness campaigns aimed at women and through
a critical examination of the support given to women, points we will explore below.
Such a gendered, classed and heteronormative focus raises questions about who
beneﬁts from the existing breast cancer support services.
Personal testimony. After a long history of breast cancer being constructed as a
shameful and private disease, great eﬀorts were made to break the silence, to
empower women with breast cancer (King, 2006). This began with women writing
public accounts of having breast cancer and, frequently, discussing the medical
(mis)treatment they endured, serving to raise awareness about breast cancer and
to politicise the experience (Anglin, 1997). These testimonies were written by edu-
cated and politicised women (particularly in the US) such as journalist and activist
Rose Kushner (1975), lesbian African-American poet and author Audre Lorde
(1980) and journalist Betty Rollin (1976). For example, Lorde’s (1980) work
described the diﬃculties she faced within the context of biomedicine, as well as
her decision not ‘to pass’ by choosing not to wear a prosthesis after surgery.
In more recent decades, feminists’ personal accounts are infused with critical com-
mentaries about the prescriptive eﬀects of the pink ribbon culture, the individual
responsibility placed on women to ‘survive’ and the marginalisation of women who
do not ﬁt the white, heterosexual, middle class norm (see Batt, 1996; Ehrenreich,
2009; Jain, 2007; Stacey, 1997). For instance, Batt (1996) detailed the activism she
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engaged in, after her diagnosis, which involved her critiquing the breast cancer
industry for perpetuating the interests of powerful stakeholders, such as pharma-
ceutical companies, over the interests of women.
Women in signiﬁcant political, economic and social positions, including US
politicians’ wives such as Betty Ford (1974) and Happy Rockefeller (1974), actress
Shirley Temple Black (1973) and Nancy Brinker (1982), founder of the Susan G.
Komen breast cancer organisation, also spoke out about their breast cancer (King,
2006; Klawiter, 1999). Their voices moved the conversation from literary and rad-
ical circles to mainstream media and to wider society. This enabled widespread
attention to breast cancer and its subsequent destigmatisation; however, these
women represented ‘all-American, hypernormal femininity’ (King, 2006, p. 112),
thereby shaping future constructions of women with breast cancer – as white,
heterosexual, and middle- to upper-class. For instance, Jain (2007) described the
challenging nature of her recent experience negotiating her lesbian sexuality within
the heterosexualisation and hyper-femininity that is promoted by the pink ribbon
culture.
In the Australian context, TV presenter Sally Obermeder (2013) is one example
of the proliﬁc number of current celebrities who has published her breast cancer
story. Her book, ‘Heartache, hope and some very high heels: Never stop believing’
recounted moving from a glamorous life where she had what we are encouraged to
believe is ‘everything’ (a ‘wonderful’ husband and a baby just conceived through
IVF), to her ‘ﬁght’ against cancer, to her eventual survival. As the title exempliﬁed,
the message was one of hope and positivity, as well as the promise that women can
maintain their femininity. The cover featured a photograph of Obermeder as a
youthful woman, with no signs of having undergone cancer treatment. This
book, like many current breast cancer accounts, celebrated personal endurance
and a return to ‘normal’ life. As Herndl (2006) argued, breast cancer autobiog-
raphy has become a narration of ‘self-healing’ which enables a woman to recon-
struct her life in light of her illness, as well as oﬀer hope and relief to others.
Although this can be helpful for some, this narrative can be constructed as a
‘how to’ for others, with a focus on reclaiming the one identity position as
‘woman’, whilst ignoring women’s multiple identity positions (Herndl, 2006).
Hyper-femininity. Constructions of women with breast cancer have been shaped in
the image of the women who spearheaded the ‘mainstreaming’ of personal testi-
mony about breast cancer – white, heterosexual women, who identiﬁed chieﬂy as
wives or mothers (Anglin, 1997; Montini, 1996). Montini (1996) discussed how
many breast cancer activists lobbying for informed-consent legislation and other
policy changes in the 1980s in the US felt constrained to express ‘gender-
appropriate’ emotions such as grief and downplay ‘inappropriate’ emotions, such
as anger, to present an acceptable face to male legislators.
Advice on restoring women’s looks and (interchangeably) their self-worth stems
from programmes such as Reach to Recovery and Look Good, Feel Better, which
have been dominant sources of advice for women since the 1950s (Batt, 1996;
Klawiter, 1999), originally in the US and now internationally (King, 2006).
Gibson et al. 5
 at UQ Library on August 28, 2014fap.sagepub.comDownloaded from 
51
XML Template (2014) [22.8.2014–3:53pm] [1–21]
//blrnas3/cenpro/ApplicationFiles/Journals/SAGE/3B2/FAPJ/Vol00000/140029/APPFile/SG-FAPJ140029.3d(FAP)[-
PREPRINTER stage]
Such programmes aimed to encourage compliance with (often painful and disﬁg-
uring) medical treatment by focusing on the restoration of women’s pre-surgery
appearance with prostheses and make-up (Batt, 1996). Whilst these may appear to
some as empowering, they centralise the importance of appearance to women’s
identities, both assuming and creating an expectation that all women’s primary
concern should be the restoration of a feminine appearance.
Femininity continues to be emphasised, for example, in the My Journey Kit,
which is an Australian resource oﬀered by BCNA (2012). Amongst other informa-
tion, advice is oﬀered on how to ‘feel attractive’ during and after breast cancer
treatment. For example, readers are told, ‘Some women say they feel more sexually
alive if they pamper themselves with treats such as visits to the beautician or buying
lovely scarves or sexy lingerie’ (p. 162). Although some women may ﬁnd this advice
useful, it reinforces heteronormative and gendered assumptions about women’s
bodies, the link between external beauty and self-worth, and the value of
women’s beauty practices. It additionally focuses on consumerist practices – shop-
ping and pampering – which echo neoliberal individualism and are only available
to women with enough capital to spend on them (should they want to).
The issue of breast reconstruction illustrates one of the complex decisions that
women face, namely, managing that decision in relation to other identity positions
that they hold. This decision goes deeper than simply restoring one’s feminine
identity or sense of wholeness. In a US study of sexual minority women’s decisions
regarding reconstruction, Rubin and Tanenbaum (2011) argued that the nuances of
breast reconstruction are consistently glossed over in attempts to ‘restore’ women’s
bodies and their femininity. They found that some bisexual women and lesbians felt
ambivalent about reconstruction, not wanting to be ‘the kind’ to get plastic sur-
gery, whilst not wanting to be criticised as ‘oppositional’ by being one-breasted.
Breast cancer has become a ‘cosmetic crisis’ as opposed to a health crisis (Rubin &
Tanenbaum, 2011). Similarly, Jain (2007) provided a personal, feminist-oriented
account of her experience of simultaneously negotiating not having a reconstruc-
tion and not wanting to make the decision into a ‘statement’.
These examples raise a question of how far the pink ribbon culture supports
women who do not conform to narrow ideals of femininity. Whilst self-care prac-
tices, like using make-up, can be helpful for some, the focus on appearance restor-
ation also limits the consideration of other social issues, such as socio-economic
positions or political values, serving both to homogenise and commodify all
women.
Pink awareness and self-surveillance. Women’s femininity and their personal responsi-
bility for breast cancer are also constructed and performed through ‘breast aware-
ness’ campaigning. The message of ‘early detection and screening’ is central to the
pink ribbon culture, and has become ubiquitous, being broadcast through various
channels, ranging from women’s personal testimonies to public fundraising events
(King, 2006; Klawiter, 1999; Sulik, 2011).
An analysis of pamphlets distributed by the National Cancer Institute in the US
(Davis, 2008) demonstrated a dominant discourse of risk, and of individual
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responsibility for minimising that risk. In these pamphlets, breast cancer is con-
structed as an illness that can be ‘personally prevented or detected [by individual
women] at the earliest possible moment through appropriate behaviours and prac-
tices’ (Davis, 2008, p. 66). Similarly, CA (2013) oﬀers an online resource to
Australian women, explaining, ‘There are some simple things you can do to
reduce your risk of breast cancer’ (emphasis in original). Suggestions listed were
engaging in exercise, lowering alcohol consumption and maintaining a healthy
body weight. Although these modiﬁable risks are important, they do not them-
selves determine cancer. But such campaigns implicitly position women as some-
what personally responsible for staving oﬀ the illness.
There is also a host of other breast cancer awareness campaigns. For example,
‘mamming’ is an international ‘meme’ or trend, which involves predominantly
young women (and some men) taking photographs of their breasts resting on
public surfaces and uploading the photographs to social media sites, as a strategy
designed to remove the ‘awkwardness’ of mammography and to persuade women
to engage in breast screening (This is Mamming, 2013). Awareness-raising is often
paired with fundraising (King, 2006). For instance, one Australian man set out to
raise awareness about breast cancer and funds for the McGrath Foundation by
going ‘boob-sledding’ (using a bob sled shaped like a pair of breasts) in the
Antarctic (Galliott, 2013). The McGrath Foundation is one of the largest
Australian breast cancer fundraising organisations and funds the provision of
breast care nurses across Australia (McGrath Foundation, 2013). It also runs
awareness campaigns, such as Curve Lurve, with a campaign slogan, ‘If you grow
them, know them!’, and a logo of a 1950s pin-up model (http://www.curvelurve.
com.au/). The model is depicted as young and curvy, which is in line with the
slogan. This mobile programme was aimed speciﬁcally at younger women, oﬀering
‘awareness’ resources, and information to teachers, parents and teenagers via the
website and various events across Australia.
By using popular channels of communication, such as Twitter, Facebook, and
Instagram, such campaigns can be eﬀective in raising awareness about the illness
on a broad scale. Some of these campaigns, such as Curve Lurve, also provide
women with important information about their breasts and how to identify any
changes in them. Mobile information campaigns additionally overcome the barrier
of geographical distance that can often hinder women’s access to health informa-
tion, which is especially relevant in countries, like Australia, where there are dis-
persed populations. Further, combined fundraising/awareness campaigns draw
attention to breast cancer and raise funds for invaluable services, such as the
McGrath breast care nurses.
These campaigns, nevertheless, often involve the objectiﬁcation of women’s
breasts (e.g. photographs featuring breasts propped up by objects), as well as the
promotion of idealised forms of femininity, through the use of images of young,
healthy women (e.g. Curve Lurve) which can alienate women of varying ages or
body shapes. Saywell, Beattie, and Henderson (2000) also identiﬁed the ways in
which breast cancer has been sexualised in the media and in lay contexts, whilst
mastectomies and signs of disﬁgurement are glaringly absent.
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Campaigns frequently focus on raising awareness amongst young women, which
is problematic, given that breast screening is most widely available to women 50
years and older, both in Australia (Department of Health, 2013) and in other
countries (Gøtzsche & Jørgensen, 2013). Further, a recent Cochrane review of
breast screening (Gøtzsche & Jørgensen, 2013) – the largest to date – determined
that reductions in breast cancer mortality rates were not signiﬁcantly related to
breast screening, but were more to do with improved treatments and better inte-
grated interdisciplinary medical teams. In a pamphlet written for lay audiences,
Gøtzsche, Hartling, Nielsen, and Brodersen (2012) additionally outlined the risks
of unnecessary pain, false alarms, over-diagnosis, and unnecessary treatment.
Continued promotion of ‘breast awareness’, in light of this recent evidence, is
not only misleading and potentially harmful, but serves to position women with
breast cancer as negligent in not having acted to detect or prevent the disease.
Breast awareness messages are constructed through a discourse of ‘individual
responsibility and empowerment’, but this can also operate as a discourse of
duty and of blame, and one which reproduces the neoliberal focus on self-care
(Lemke, 2001; Rose, 1999).
Pink consumerism. The pink ribbon culture engages the wider community in the
support of women with breast cancer through pink marketing and consumerism.
It encourages the purchase of ‘pink’ products with the promise of contributing
ﬁnancially to ‘raising awareness’ and supporting biomedical research
(King, 2006; Sulik, 2011). In her analysis of corporate philanthropy and consumer-
ism, King (2006) noted how the ‘insidiously gendered nature of cause-related mar-
keting [. . .] helps reproduce associations between women and shopping’ (p. xxv).
‘Pink’ items tend to be those associated with the performance of traditional hyper-
femininity – beauty products, hair driers and jewellery.
Breast cancer has been constructed into a money-making ‘brand’ (Sulik, 2011),
which is not only evident in countries like the US, but also in Australia. This is at
times very explicit: the Australian NBCF (2013a) website includes a page entitled
‘Cause-related product marketing’. This encourages businesses to pair their prod-
ucts with the NBCF, with the ‘opportunity to acquire new customers through
customers’ aﬃliation with our cause’ (NBCF, 2013a, emphasis added).
Elsewhere, website users are encouraged to ‘show your support for breast cancer
research by going shopping!’ (NBCF, 2013a). This ‘pink marketing’ equates direct
action with consumer spending, thus diverting the focus away from political action
(e.g. campaigns for overcoming inequalities in health care) and towards neoliberal
consumer choice and individual responsibility.
Fundraising through fitness. Another characteristic of the pink ribbon culture, linked to
consumerism through its classist assumptions and its emphasis on individual eﬀort,
is its focus on exercise-based fundraising activities (King, 2006). These have taken the
form ofwalks, runs, cycling events and even dragon boat racing, which all involve the
participation of women with breast cancer, side-by-side with individuals and cor-
porations who publicly support ‘the cause’ (King, 2006; Klawiter, 1999; Sulik, 2011).
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This focus on exercise marks another important class distinction, as King (2006)
pointed out, in that it is the middle and upper classes who have leisure time and
energy to invest in physical ﬁtness. Again, activism has been diverted from (radical)
political action, this time to physical action, with exercise being constructed in a
neoliberal, individual-focused worldview as a sign of healthy and responsible citi-
zenship (King, 2006).
Like other Western countries, Australia has numerous breast cancer fundraising
events through ﬁtness activities. BCNA, for instance, is partly funded by 14 fun
runs held across Australia each year, as well as by other ﬁtness events (BCNA,
2013). One of the most iconic fundraising events in Australia has been the Pink
Test, founded in collaboration between the McGrath Foundation, Cricket
Australia and other corporate sponsors (McGrath Foundation, 2014). This event
is held as part of the Boxing Day Test cricket match, when cricketers (and specta-
tors) wear pink, and money is raised through attendance and aﬃliated events, such
as the Jane McGrath High Tea (Sydney Cricket and Sports Ground Trust, 2010).
These events stem from the history of the organisation, which was founded
by Jane McGrath, who died of breast cancer in 2008, and her husband Glenn
McGrath, a prominent Australian cricketer. Similar to the Susan G. Komen
Foundation, the McGrath Foundation developed from one woman’s experience
of having breast cancer and her desire to help others and to spread the message
of breast awareness (McGrath Foundation, 2013). Referencing the family’s
cricketing background and an Australian cultural valorisation of (men’s) com-
petitive sport, the foundation’s logo uses wickets to represent people. It seem-
ingly presents an image of a man (black wickets) supporting and comforting a
woman (pink wicket turned inwards) – ‘together we can make a diﬀerence’
(https://www.mcgrathfoundation.com.au/).
This foundation is responsible for two unique aspects of the construction and
experience of breast cancer in Australia. First, the foundation’s primary aim is to
fund breast care nurses who provide free support to women with breast cancer
across Australia, with an emphasis on rural areas (McGrath Foundation, 2013).
Australia has a geographically dispersed population, making this source of support
invaluable. This service additionally remedies some of the economic inequalities
women can face regarding access to support and treatment. Second, events and
campaigns hosted by the McGrath Foundation are built on the premise that both
men and women need to be involved in raising awareness (and funds) for breast
cancer. As Glenn McGrath commented on the Foundation’s website:
We never saw this as something that just aﬀected Jane. It was something that aﬀected
our entire family and our friends. In this way, it’s just as much a bloke’s issue and our
[McGrath Foundation] nurses are there for the entire family unit.
Glenn McGrath, Founder and Chairman (McGrath Foundation, 2013).
In the above quote, attention is drawn to ‘the bloke’ – a typically Australian
way of depicting men (casual, down to earth, traditionally masculine) – who
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is constructed as part of the ‘family unit’. This construction unproblematically
generalises this experience to ‘all’ families, constructing them within the
mould of the heteronormative, nuclear family, which disallows space for alter-
native family formations or sexual orientations. This reference to breast
cancer being a ‘bloke’s issue’ does not draw men in as people who could
get breast cancer, but rather as being aﬀected based on the illness of their
female partners.
This theme of men supporting the women they love is echoed in other Australian
campaigns, such as men and women wearing purple bras to raise money on Purple
Bra Day (Breast Cancer Care WA, 2013), and resources such as, ‘When the woman
you love has early breast cancer’ (CA, 2011) and ‘So I bit down on the leather’
(NBCF, 2013b). Such campaigns and resources are undoubtedly helpful for
women with breast cancer and their male partners; however, they do reinforce
heteronormative values. Further, attempts to appeal to ‘blokes’ draw on and rein-
force Australian constructions of traditional masculinity that are entwined with
values such as ‘mateship’, sport and men’s patriarchal role in the family unit
(Moore, 1998).
This promotion of exercise within the pink ribbon culture is also evident in the
information and advice given to women with breast cancer, as demonstrated in a
2012 issue of the BCNA newsletter, The Beacon. The theme of this issue was ‘the
beneﬁts of keeping active’, which included advice from ‘experts’ such as dieticians,
as well as women’s personal stories of using exercise to cope with treatment side
eﬀects (BCNA, 2012). In the editorial, CEO Maxine Morand commented, ‘It’s
something we all know we should do but that many of us don’t prioritise. I can
relate to the many reasons [. . .] too busy, too tired, can’t be bothered, have to get
dinner on, have to get kids to school [. . .]’ (BCNA, 2012, p. 1, emphasis added).
This extract highlights the value that is placed on exercise and constructs it as a
moral imperative (‘should’), whilst simultaneously positioning women in tradition-
ally gendered roles as wives and mothers (within the domain of household chores
and child care).
The focus on health can also be reproduced through women’s personal stories,
such as those published in this newsletter (e.g. ‘My quest to improve my health’, and
‘Transformation of an arthritic couch potato’), which repeatedly featured words
such as ‘achievement’, ‘motivation’, ‘energised’, ‘positive’ and ‘new me’ (BCNA,
2012, pp. 7–12). These stories, again, promote the neoliberal discourse of ‘individ-
ual responsibility and empowerment’ by constructing women as responsible for
improving their health and wellbeing through a project of self-improvement. The
construction of advice, such as in The Beacon (the name symbolises hope), add-
itionally reproduces the intersecting discourse of ‘optimism’, through positive lan-
guage. Encouraging women to be proactive in restoring their health appears to be
genuinely empowering. However, it is important to consider other factors
that shape women’s health and ‘recovery’, such as their sociocultural and economic
positions and their subsequent access to support and resources, such as their ability
to engage in physical activities or follow specialised diets (Rao, Warburton, &
Bartlett, 2006).
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Support and information. A signiﬁcant aspect of the pink ribbon culture is its focus on
providing support to remedy the sense of loneliness and isolation attendant on
breast cancer (King, 2006; Sulik, 2011). Contemporary programmes include hos-
pital visiting, breast care nurses (in Australia) and support groups, which may be
lay- or professional-run and may be online or in-person (Hordern, 2000; Ussher,
Kirsten, Butow, & Sandoval, 2008). Breast care nurses provide women with infor-
mation and psychosocial support, and also help women to gain some control over
their illness by assisting them in decision making (Hordern, 2000), which is a sig-
niﬁcant move away from earlier decades when women had little to no control over
their cancer treatment. Support groups act in a similar capacity and can be extre-
mely beneﬁcial (e.g. Coreil, Wilke, & Pintado, 2004; Ussher, Kirsten, Butow, &
Sandoval, 2006). They provide spaces in which women can learn about the illness
and treatment choices, construct a survivor identity and gain a sense of empower-
ment and of community (Sandaunet, 2008; Ussher et al., 2006).
Support groups are not, however, helpful to all. For instance, lesbians have
reported choosing not to join support groups for fear of experiencing homophobia
(Sinding, Grassau, & Barnoﬀ, 2006), or have found that no support groups exist
for their partners (Barnoﬀ, Sinding, & Grassau, 2005). At the time of writing this
paper, we could ﬁnd only three groups across Australia that were targeted directly
to lesbians or women in same-sex partnerships, and advertised on prominent breast
cancer (e.g. BCNA) and LGBT health websites (e.g. ACON, n.d.). Lesbians who
have participated in mainstream support groups in the US have reported dissatis-
faction and a sense that ‘heterosexual’ support groups provide no space within
which their experiences and concerns can be acknowledged (Barnoﬀ et al., 2005;
Matthews, Peterman, Delaney, Menard, & Brandenburg, 2002).
Women from minority ethnic backgrounds have also experienced diﬃculties
with regard to existing support structures. For example, Indigenous Australian
women (McMichael, Kirk, Manderson, Hoban, & Potts, 2000) and Aboriginal
women in Canada (Poudrier & Thomas-MacLean, 2009) have found that diﬀer-
ences in language and values have made them feel excluded from support groups
and have identiﬁed a lack of culturally sensitive health professionals. Betancourt,
Green, Carrillo, and Park (2005) emphasise the importance of practising ‘cultural
competence’ to overcome disparities in health care by recognising the diverse health
beliefs, values, communication strategies that people utilise and by reconstructing
the health system in order to take these into account.
Women’s health and recovery from breast cancer has been promoted on a struc-
tural level in several ways in Australia. For example, approved breast cancer treat-
ments and medication are heavily subsidised for all citizens and permanent
residents, through the Australian Government Medicare and Pharmaceutical
Beneﬁt Schemes, making most breast cancer treatment freely available regardless
of ﬁnancial circumstances. However, support organisations like BCNA also
encourage women to inform themselves about the limits of such schemes and
how such limitations might aﬀect their illness trajectories. Such approaches
could be empowering for women in making informed choices about their treatment
and enable them to contribute to discussions with health providers.
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Apart from oﬀering support services, breast cancer organisations also provide
breast cancer information, which is intended to be both helpful and empowering.
However, as we have argued elsewhere (see Gibson, Lee, & Crabb, under review),
such information is often presented with the assumption that the reader is white,
heterosexual, middle-classed and leads a gender normative life. For instance,
Australian resources have been developed to support women’s male partners,
such as ‘When the woman you love has early breast cancer’ (CA, 2011) and ‘So I
bit down on the leather’ (NBCF, 2013b). Whilst it was acknowledged in the NBCF
(2013b) booklet that ‘of course not all partners are male’, there appeared to be no
corresponding resources for female partners. As we discussed earlier in this paper,
such resources have the eﬀect of positioning men as women’s primary carers,
excluding same-sex partners and other family members and marginalising women
who are not in relationships. Further, with titles such as that of the NBCF booklet,
resources aimed at men reinforce traditional constructions of men as tough or as in
protective roles in relation to women.
Information oﬀered by Australian cancer organisations has similarly tended to
create only marginal spaces for women who come from a range of ethnic or lin-
guistic backgrounds (see discussion in the Australian version of Batt, 1996). For
example, photographs used in booklets such as in theMy Journey Kit only featured
visibly white women, except on a single page that advertised free interpreters for
medical appointments (BCNA, 2012, p. 40). Any acknowledgement of Indigenous
women or women from so-called ‘culturally diverse’ backgrounds was made on
speciﬁc pages, such as those entitled ‘Culture and language’ (BCNA, 2012, p. 39), or
in entirely separate resources, such as ‘Let’s talk about living with cancer’ for
Indigenous people (Cancer Council Queensland, 2008). This has an obvious
‘othering’ eﬀect for women of Indigenous and ethnic minority backgrounds.
The provision of support services and information is undoubtedly important for
women with breast cancer, and enables control and understanding in ways denied
by traditional biomedicine (Thorne &Murray, 2000; Ussher, 1989), in keeping with
the broader women’s health movement (King, 2006). However, this wealth of
information and support implicitly places responsibility on the individual woman
to inform herself, take action and thus prevent or recover from breast cancer,
overlooking the fact that women with breast cancer are from a range of back-
grounds and hold a range of beliefs, values, linguistic abilities and economic
resources.
Discourse of optimism: Empowerment or self-regulation?
The second discourse, of ‘optimism’, intersects with the discourse of ‘individual
responsibility and empowerment’, by positioning women as able to take control of
their illness. As we discuss in this section, this can be extremely productive in
remedying some of the power imbalances within the treatment of women’s
health. However, this discourse can be restrictive by circulating an imperative of
optimism that can sometimes disallow the voicing of other responses to, or mean-
ings around, breast cancer. In addition, the positioning of ‘survivor’ is central to
12 Feminism & Psychology 0(0)
 at UQ Library on August 28, 2014fap.sagepub.comDownloaded from 
58
XML Template (2014) [22.8.2014–3:53pm] [1–21]
//blrnas3/cenpro/ApplicationFiles/Journals/SAGE/3B2/FAPJ/Vol00000/140029/APPFile/SG-FAPJ140029.3d(FAP)[-
PREPRINTER stage]
the discourse of ‘optimism’. This positioning can provide women with a sense of
optimism about their futures, but can have limiting eﬀects when survivorship is
constructed ﬁrmly within an individual’s responsibility, placing the burden of sur-
vivorship on the individual.
Positive thinking. A discourse of ‘optimism’ ﬂows through the pink ribbon culture
through emphasis on practices such as ‘positive thinking’ (Ehrenreich, 2009; Sulik,
2011). These practices can be promoted by medical professionals (Sulik, 2011;
Wilkinson & Kitzinger, 2000), support groups (Coreil et al., 2004; Sandaunet,
2008) and friends and family (McKenzie & Crouch, 2004). Ehrenreich’s (2009)
analysis of optimism has been inﬂuential in explaining how it plays out in the
pink ribbon culture, and describing the resulting imperative to think positively
that can have restrictive eﬀects for women’s experiences of breast cancer.
Such a focus on optimism can certainly be useful for some, as Milden (2005)
argued in response to Ehrenreich’s critique of women who express optimism.
Indeed, by ‘thinking positive,’ carers of people with cancer have spoken of being
able to function in extraordinary situations, and being able to help themselves and
their relatives with cancer, to deal with pain and the fear of death (Youll &
Meekosha, 2013). Nevertheless, a critical analysis suggests that compulsory opti-
mism is not always useful for all people with cancer (Broom, 2009; Youll &
Meekosha, 2013).
Despite evidence that optimism and other personal traits do not predict survival
(Ehrenreich, 2009; Sulik, 2011), the link between positive thinking and health is
embedded in medical thinking and lay materials such as self-help books. Empirical
psycho-oncological research has a strong focus on ‘ﬁghting spirit’ (Antoni &
Lutgendorf, 2007) and the ‘post-traumatic growth’ experienced by women who
have survived breast cancer (Manne et al., 2004). In addition, following the self-
help movement, people with cancer have started to use complementary and
alternative medicine (CAM) to gain control over their illness and to empower
themselves in response to the dominance of biomedicine (Broom, 2009). The prac-
tice of CAM, Broom (2009) demonstrated, very often utilises discourses of positive
thinking and self-control. As Youll and Meekosha (2013) identiﬁed in carers’
responses to cancer, positive thinking can work as a strategy of resistance, allowing
people to position themselves as ‘medical consumers’ (p. 31), who resist medical
dominance by informing themselves, thereby becoming productive individuals who
act in response to the illness. This strategy additionally supports the principles of
the women’s health movement, which undergirds the pink ribbon culture, through
the promotion of women’s empowerment over their health (King, 2006).
The imperative of positive thinking can, however, turn all too quickly into
governing practices of self-control and responsibility (Broom, 2009). Drawing on
Foucault’s theory of governmentality, Youll and Meekosha (2013) understood
positive thinking as a ‘technology of the self’ that supports neoliberal values of
‘responsibility, independence and self-reliance’ (p. 32). Hence, positive thinking
goes hand-in-hand with exercising self-control, reining in any negative emotions,
and being proactive in monitoring one’s illness trajectory (Broom, 2009; Youll
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&Meekosha, 2013). According to Rose (1999), ‘every citizen [in Western neoliberal
society] must now become an active partner in the drive for health, accepting their
responsibility for securing their own well-being’ (p. 6). As Broom (2009) noted,
whilst this can be an eﬀective strategy for some, it places a ‘degree of self-
responsibility for disease or disease progression [. . .] squarely on the individual
patient’ (p. 75).
The discourse of ‘optimism’ involves rhetorical devices which can deny the pos-
sibility of coming to terms with the illness and with the inevitability of death
(Broom, 2009; Willig, 2011). Despite the enticing quality of positive thinking,
some people with cancer have found that ‘hyper-positivity’ can be restrictive and
unhelpful, by eliminating opportunities for grieving or facing fears regarding mor-
tality (Broom, 2009). When people regulate their emotions, this can deny the
expression of legitimate feelings such as sadness or anger (McKenzie & Crouch,
2004), or deny communication with others (Youll & Meekosha, 2013).
This focus on positive thinking also serves to construct recovery from the illness
as an individual triumph and any other outcome as a personal failure (Herndl,
2006; Willig, 2011). Any woman who demonstrates acceptance of the illness or the
possibility of death is positioned as ‘giving up’, and as letting down not only her-
self, but all women. For instance, one Australian woman wrote a newspaper article
about the diﬃculties of her treatment, including the anger and fear she experienced
– ‘Overnight you are converted to a number, deﬁned by a disease, prodded and
poked like a slab of meat’ (Cassrells, 2012). A reader with breast cancer responded
with, ‘Where is your ﬁghting spirit?’, whilst another commented, ‘It’s sad that
Deborah Cassrells felt so scarred [sic] [. . .] I just follow my belief that we don’t
have the right to be happy but the duty to be happy’ (emphasis added). Both
women described all that they ‘overcame’, as well as their gains from breast
cancer, which follows the canonical breast cancer narrative of Western society
(Herndl, 2006). Such responses to ‘negative’ thinking emphasise the imperative
of self-regulation that shapes responses to breast cancer within the pink ribbon
culture, as well as broader understandings of health and illness within current
Western, English-speaking countries.
Survivorship and the neoliberal subject. Within the pink ribbon culture, and through the
discourse of ‘optimism’, women with breast cancer are positioned as survivors who
enact the positive traits of hope, courage and moral fortitude (Ehrenreich, 2009;
Kaiser, 2008; King, 2009; Sulik, 2011). Despite the history of the term ‘survivor’
within the HIV/AIDS movement, survivorship no longer holds such political
meanings, and instead focuses on the individual and the role she plays in over-
coming breast cancer (Sulik, 2011).
The story of survivorship is often cast as a ‘quest narrative’, one of the canonical
narratives of Western society (Frank, 1995). Within this narrative, ‘illness is the
occasion of a journey that becomes a quest’ during which there is ‘something to be
gained through the experience’ (Frank, 1995, p. 115, emphasis added). Thus, sur-
vivor stories involve the narrator confronting and overcoming her illness, in the
process gaining something, or being positively transformed. In this way, the illness
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experience is imbued with a sense of purpose and worth (Frank, 1995), and the
individual becomes an empowered heroine, who has taken control and ultimately
succeeded.
Quest narratives not only organise the individual’s story, they are also signposts
for others (Frank, 1995). As Frank (1995) explained, ‘the quest narrative recognises
ill people as responsible moral agents whose primary action is to witness’ (p. 134)
and thus impart knowledge and meaning about the illness experience to others.
A central aspect of the pink ribbon culture is the creation of a space in which
women can construct and share their narratives, through personal accounts
(Herndl, 2006), support groups (Sandaunet, 2008), public events and the media
(McKay & Bonner, 2004).
Ultimately, at the centre of the pink ribbon culture stands the heroic breast
cancer survivor (Kaiser, 2008; Sulik, 2011). In accounts of survivorship, women
reconstruct breast cancer as an opportunity for self-growth (Herndl, 2006); many
report becoming ‘better people’, speaking of becoming ‘less selﬁsh, stronger, more
tolerant, compassionate, giving, aﬀectionate and social’ (Oxlad, Wade, Hallsworth,
& Koczwara, 2008, p. 162). Survivors also talk about learning to live in the present
and to appreciate life more (Obermeder, 2013; Oxlad et al., 2008), and some change
their priorities in life (Parry, 2008; Wilkinson & Kitzinger, 2000). Survivors are
thus commonly portrayed as strong and courageous women, who serve as ‘living
proof the disease isn’t so bad after all’ (Ehrenreich, 2009, p. 27), and as inspir-
ational to others (McKay & Bonner, 2004). Such constructions can be restrictive,
however, and provide no space for women with advanced or incurable cancer.
The position of being a breast cancer survivor exempliﬁes what Davies et al.
(2006) termed the ‘neoliberal subject’ – ‘an individualised, competitive, free and
responsibilised subject’ that is ‘free and in control of itself and responsible for its
own fate’ (p. 88). ‘Free choice’ is a central aspect of this neoliberal understanding of
subjectivity (Stuart & Donaghue, 2011, p. 101). Feminists have examined this
notion of ‘choice’ for its eﬀects on women’s subjectivity, particularly regarding
women’s beauty practices (e.g. Braun, 2009). In relation to health, the range of
treatment options or support services may give the appearance of ‘choice’, yet it
can obscure the limitations of some choices (e.g. not all medication is subsidised by
the Australian PBS), or which choices are available to whom (e.g. support services
for male, not female, partners).
The concept of the ‘neoliberal subject’ can also be extended to analyse women’s
subjectivity in relation to their health. Breast cancer is constructed as an illness that
threatens the individual woman, who is expected to remain vigilant (in response to
this threat) by engaging in self-surveillance, in order to ward oﬀ a diagnosis. If a
diagnosis does arise, she is then positioned as needing to take control by staying
well informed about the illness, and being proactive and optimistic in order to
emerge as a breast cancer ‘survivor’. Women with breast cancer are thereby con-
structed as self-reliant, empowered and agentic in dealing with their illness.
However, in turn, this subject position places a great deal of the responsibility of
health (and survival) on the individual woman. Further, within the pink ribbon
culture, women are positioned as having a plethora of treatment ‘options’ and
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support services, which serves to highlight their ‘choice’ and ‘agency’, but not all
women necessarily can, or want to, ‘choose’, whilst dealing with their illness.
Conclusion
Within Western society, an entire illness culture has been constructed around
breast cancer, which shapes understandings of its development, the illness experi-
ence and ‘recovery’. We have chosen to illustrate two intersecting discourses that
currently construct breast cancer: the discourse of ‘individual responsibility and
empowerment’ and the discourse of ‘optimism’. These discourses are indicative of
the neoliberal values and practices dominant in contemporary Western society,
which emphasise individual control, self-actualisation, consumerism and responsi-
bility (Broom, 2009; Lemke, 2001; Rose, 1999).
The pink ribbon culture has undoubtedly beneﬁted many women, their families
and friends. Through the operation of the pink ribbon culture, breast cancer has
eﬀectively been constructed as something that is ‘sayable’. Women can now speak
about the illness, they can narrate their experiences, and can thereby (re)construct
their sense of selves (Herndl, 2006). By orienting towards socially recognisable
constructions of breast cancer, women can access a great deal of support, and
share support and information with each other. Strategies, such as personal testi-
mony, have also been used to promote ‘breast awareness’ amongst well women and
society, to raise people’s awareness about the illness, and to garner funding for
breast cancer research and resources. As illustrated in the Australian context, even
men have been encouraged to participate in fundraising events, which have pos-
itioned men as supporting the women they love. Such campaigns are also promoted
by breast cancer organisations as vital for supporting women with breast cancer
and for funding services, such a specialised breast care nurses.
Women are further constructed as having control over the illness when they are
seen to engage in self-surveillance or modify their behaviours in attempts to prevent
breast cancer. They are thereby positioned as responsible for taking control of their
health. They are similarly ‘empowered’ when they are seen to engage in practices
such as exercise or positive thinking, or to reinstate their femininity through beauty
practices. Such practices may help many women to deal with a diﬃcult illness
experience and repair or sustain their identities in light of a life-threatening illness.
These discourses and practices, however, can be restrictive. Whilst women are
positioned as empowered, they are simultaneously positioned as individually
responsible for maintaining or restoring their health. This is similar to the ways
in which women are constructed as responsible for their ‘recovery’ from other
diﬃcult experiences, such as depression (LaFrance, 2009). This is perpetuated
through practices that promote self-care (e.g. exercise, beauty practices) and self-
surveillance (e.g. breast checking). Breast cancer is thus constructed as an indivi-
dualised problem that requires an inward focus on self-regulation, rather than an
outward consideration of contextual factors that shape and constrain the develop-
ment and experience of the illness and meanings that construct current understand-
ings of breast cancer.
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Women are positioned in very particular ways within the pink ribbon culture.
White, heterosexual, middle-class women are positioned as central within the
construction of information and support services, as exempliﬁed by some
Australian resources oﬀered to women. This becomes apparent when considering
what, if any, space is provided for lesbians, women from ‘culturally diverse’
backgrounds and Indigenous women both in Australia and in other Western
countries. Women are also constructed in traditionally gendered ways. This
places pressure on women to conform to beauty ideals that are promoted through
the pink ribbon culture. Breast reconstruction, prostheses and the use of make-up
thus become less about ‘choice’ and more about expectations, as some feminists
have noted in their breast cancer accounts (Batt, 1996; Ehrenreich, 2009; Jain,
2007). This has additionally constructed breast cancer as a personal, cosmetically-
oriented crisis, with less attention paid to sociopolitical concerns, such as poten-
tially unequal access to resources.
Whilst the pink ribbon culture has shaped women’s experiences and provided
many material beneﬁts to (some) women, it is questionable whether all women
will identify with the dominant discourses of this illness culture. It would be
useful, therefore, to explore the nuances and multiplicity in women’s storytelling
and meaning-making. This could include considerations of how women negotiate
their breast cancer experiences within pink ribbon spaces and in light of the
various identity positions they simultaneously hold. In doing so, attention
could be paid to the active role that they play in drawing on and resisting dom-
inant constructions of breast cancer. Such an analysis would additionally coun-
terbalance current critiques of the pink ribbon culture, including this one, which
predominantly focus on the discursive construction of this illness culture on a
social and structural level.
Whilst acknowledging the multitude of resources now available, particularly
demonstrated here in the Australian context, we suggest that greater attention
could be paid to presenting information in culturally competent ways that address
women from a range of backgrounds (Betancourt et al., 2005), rather than oﬀering
segregated information to women who are not white, heterosexual or middle-
classed. Health campaigns should also avoid presenting women as uniformly
young and feminine, which could enable a wider range of women to identify
with the messages.
In taking a feminist post-structuralist approach to critiquing the pink ribbon
culture, we have endeavoured to illustrate how this neoliberal illness culture has
productive eﬀects, in empowering women, whilst simultaneously placing responsi-
bility on women for their health and illness, and limiting how it can be experienced.
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Chapter Four 
Applying Multimodal Critical Discourse Analysis  
to Online Constructions of Breast Cancer 
 
 
Through a review of literature and lay materials, a discursive analysis was provided in 
chapter three to illustrate how breast cancer is constructed within the pink ribbon culture in 
Australia, and how women are positioned through the discourses and practices that make up 
the pink ribbon culture. Two discourses were identified as giving shape to this illness culture: 
a discourse of ‘individual responsibility and empowerment’ and a discourse of ‘optimism’. 
Through these discourses, women with breast cancer are positioned as empowered, through 
the availability of support and resources on offer to them, but simultaneously positioned as 
responsible for maintaining their health and wellbeing, and ultimately for ensuring survival, 
in the face of the illness. The aim of that analysis was to establish the context of the studies 
that make up this thesis, in order to understand how breast cancer is constructed within 
Australian society, through examples ranging from women’s accounts to resources offered to 
women by Australian breast cancer organisations. 
 Considering this context was pertinent in designing the first study of this thesis, which 
focused on the presentation of breast cancer information and support services on the websites 
of Australian breast cancer organisations. Although chapter two provided an in-depth 
discussion of the methods used in this thesis, chapter four presents a further methodological 
account of using multimodal critical discourse analysis (MCDA) to examine the construction 
of breast cancer and the positioning of women with breast cancer on the websites of 
Australian breast cancer support organisations. Although MCDA is, in many ways, an 
extension of traditional forms of discourse analysis, it does require explanation in terms of 
how it is used to analyse websites and particularly from a critical psychological perspective. 
As I will discuss in this chapter, MCDA has largely been used in the fields of linguistics (e.g., 
Kress & van Leeuwen, 1996) or media communication (e.g., Pauwels, 2012). In contrast, 
visual methods (including MCDA) have received substantially less attention in psychology 
(although this is slowly changing).  
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The use of this method in psychology is demonstrated in this chapter, with examples 
that illustrate how the discourse of ‘individual responsibility and empowerment’ operates 
across the selected breast cancer websites. These examples help to show how a phenomenon, 
such as breast cancer, can be constructed through multiple modes of communication (e.g., 
words and images used in website content) and how the language used, in the presentation of 
resources and information, is never neutral. In addition, I illustrate through this chapter how 
meanings attached to breast cancer (in this case) are infused with power relations, and that the 
choices and assumptions underlying such constructions need to be analysed for their potential 
social and political implications. This chapter is presented as a paper that has been accepted 
for publication in a special issue of Qualitative Research in Psychology, which will be 
published in early 2015: 
 
Gibson, A., Lee, C., & Crabb, S. (in press). Reading between the lines: Applying multimodal 
critical discourse analysis to online constructions of breast cancer. Qualitative 
Research in Psychology. Accepted 2
nd
 July 2014. 
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Reading between the Lines: Applying Multimodal Critical Discourse Analysis to Online 
Constructions of Breast Cancer  
 
Alexandra Gibson1, Christina Lee1, Shona Crabb2 
1 School of Psychology, University of Queensland, Australia 
2 Discipline of Public Health, University of Adelaide, Australia 
 
Abstract 
The Internet offers rich opportunities for examining the construction of health and illness 
through multiple visual and textual modes. Multimodal Critical Discourse Analysis (MCDA) 
is a method that provides researchers with the tools to critically examine online constructions 
of health and illness. We discuss our use of MCDA to analyse four Australian breast cancer 
websites. We examine how breast cancer is constructed through the online presentation of 
information and support services. In this paper, we discuss four key points of MCDA: 
meaning is multimodal, language is never neutral, meanings are infused with power relations, 
and underlying choices and assumptions need to be analysed. We illustrate these points by 
examining how these websites construct the message that women can ‘live well with breast 
cancer’. MCDA enables a critical examination of visual and textual constructions of health 
and illness within spaces that are central to the communication of health information, 
knowledge, and experience. 
 
Keywords  
MCDA; Internet; health information; breast cancer; visual method; critical psychology 
 
1. Introduction 
Online spaces have proliferated and developed to include blogs, social networking 
sites, podcasts, and other communication channels, and interest in exploring people’s 
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experiences of health and illness as they are represented and enacted online has developed in 
parallel (Lupton 2012). As Lyons (2000) suggested, the ways in which health and illness are 
represented and experienced through media is increasingly central to understanding the 
transmission and production of knowledge around health. By analysing how meanings 
attached to health and illness are constructed and transmitted through the Internet, 
psychologists can gain an understanding of the beliefs and meanings that are available to 
people, who take up, (re)produce, and/or modify them in relation to their own experiences.  
We argue that a critical psychological perspective is needed to examine the 
construction of health information on the Internet. In this paper, we discuss how we used 
multimodal critical discourse analysis (MCDA) to analyse Australian breast cancer websites. 
At face value, these websites can be seen as positive, beneficial sources of support and 
information to womeni with breast cancer. To illustrate MCDA, we discuss one core message 
on the websites: that women can live well with breast cancer. Using MCDA involves 
adopting a critical stance to examine the multi-dimensional construction of meaning, the 
underlying choices, assumptions and biases of such constructions, and the power relations 
that shape them. Hence, we discuss how this method enabled us to move beyond viewing the 
websites as simply beneficial for women, and to identify how health is constructed as 
something that is attainable for all and to which women with breast cancer must aspire. 
1.1.Online Health Information: Empowering and ‘Culture Free’? 
The Internet opened a new space in which medical knowledge can be reproduced and 
disseminated to people, a space in which people can offer and exchange information about 
health and illness, including personal accounts (Hardey 1999; Pitts 2004). This uncontrolled 
mixture of ‘expert’ and ‘lay’ knowledge has prompted two opposing responses: ‘concerned’ 
and ‘celebratory’ (Nettleton et al. 2005, p. 972).  
A discourse of ‘concern’ emerged within the medical field (Nettleton et al. 2005), 
constructing the Internet as a space for potentially dangerous material to be circulated by lay 
individuals and those seeking commercial or political gain (Jadad & Gagliardi 1998). Easy 
access to medical information raised concerns that it would undermine people’s trust and 
reliance on physicians and encourage ‘cyberchondria’ (Lewis 2006, p. 523). Conversely, the 
‘celebratory’ approach (Nettleton et al. 2005), constructed the Internet as a setting for people 
to equip themselves with information and position themselves as ‘experts’ by sharing their 
experiential knowledge (Hardey 1999). This construction of individuals as health consumers 
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exemplifies the current ‘consumer culture’ of Western society, in which individuals are 
positioned as ‘health consumers who may consume healthy lifestyles’ (Nettleton 2013, p. 44). 
This culture is discursively constructed and reproduced through the neoliberal discourse of 
individual responsibility, which both empowers and requires individuals to take control of 
their health and to aim constantly for ‘wellness’ (Bell 2010; Lewis 2006; Lupton 2012). 
From the ‘celebratory’ perspective, online spaces are seen as unproblematically 
beneficial, and as more democratic and culture-free than offline spaces, in that they make 
information available en masse and eliminate communication barriers such as distances and 
visual markers of difference (Seale 2005). Further, online spaces are seen as positive sources 
of support and empowerment, where individuals can share their personal experiences. These 
benefits are viewed as especially important for people who historically have had limited 
control over their bodies, including, and most relevantly for this context, women (Pitts 2004).  
Just as in other media, however, heterosexism, sexism and gender norms are 
frequently reproduced through online communication and, for example, through the 
presentation of health information (Pitts 2004; Seale 2005). In this paper, as Nettleton et al. 
(2005) suggested, we take a ‘contingent and embedded’ approach to breast cancer websites 
(p. 974), in order to examine the construction of breast cancer information within the context 
of current Western approaches to health and illness, specifically through the ‘pink ribbon 
culture’ (Sulik, 2011). 
There is an ever-growing imperative, for instance, for individuals, and especially 
women, to take personal responsibility for their health and to become ‘good’ health 
consumers through practices of self-care (Broom et al. 2012; Nettleton 2013). Our interest in 
examining Australian breast cancer websites stemmed from a critical view of the assumption 
that the Internet plays a significant role in empowering women in relation to their health. This 
interest developed from our research into the pink ribbon culture of breast cancer that shapes 
current Western understandings of the illness. This illness culture constructs breast cancer as 
an illness that should be approached by acquiring information; remaining optimistic and 
participating enthusiastically in treatment, support activities and fundraising; and cultivating 
a hegemonically feminine appearance (Bell 2010; Jain 2007; King 2006; Sulik 2011). Critics 
of the pink ribbon culture have highlighted its potentially problematic positioning of women 
with breast cancer as optimistic, healthy survivors and as individually responsible for 
maintaining and improving their health (see Gibson, Lee and Crabb 2014; King 2006; Sulik 
2011). 
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We therefore embedded our analysis of breast cancer websites within the broader 
Western context, which is shaped by notions of the pink ribbon culture and ideals of 
consumerism (Nettleton, 2013). To conduct our analysis, we required tools to critically 
examine how breast cancer is constructed within a space that permits multiple modes of 
communication. 
2. Multimodal Critical Discourse Analysis 
MCDA signals a ‘visual turn’ within critical discourse analysis, beginning when 
writers such as Kress and van Leeuwen (1996) started to consider how discourses were 
constructed and realised through visual modes. A discourse consists of certain ways of 
understanding and speaking about something (an identity, event or phenomenon) that are 
constructed as socially acceptable at a particular time and place (Edley 2001). Discourses are 
both productive and restrictive in constructing knowledge and in constituting what is 
‘sayable’ about a phenomenon. Machin and Mayr (2012) have provided an overview of the 
development of MCDA through discourse analysis (the study of lexical choices and 
signifiers) and social semiotics (the study of cultural signs and their use). 
Most of the significant work in MCDA has been in linguistics (Kress & van Leeuwen 
1996), media communication (Pauwels 2012), or a combination (Machin & Mayr 2012). 
Visual methods are used less in psychology, although psychologists have begun exploring the 
possibilities of applying visual methods to study people’s experiences and meaning-making 
(Reavey 2011; Silver 2013). For example, having failed to find an accessible way of 
analysing visual material, Gleeson (2011) developed a method similar to MCDA, which she 
termed ‘polytextual thematic analysis’ (p. 314). This method allowed her to analyse and 
interpret the construction of cultural meanings through images and text, from a psychological 
perspective, and to consider the ‘cultural significances, social practices and power relations’ 
that shape such constructions (Gleeson 2011, p. 315). 
Lyons (2000) discussed the importance of critically analysing the visual and linguistic 
construction of health and illness through media representations. She argued that by doing so, 
health psychologists could gain insight into the socio-political context that shapes knowledge 
of health and illness and challenge the assumptions, and potential inequalities, underpinning 
such knowledge. More recently, Thompson (2012) utilised MCDA to examine the 
transformation of one mental health website over the period of a decade. Thompson (2012) 
illustrated how visual and textual elements of the website repositioned a focus on mental 
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illness as ‘disordered’ to a focus on mental wellness as something that is ‘normal’ and 
attainable to all, mirroring a current trend in Western society.  
We take up Thompson’s call to use visual methods by illustrating how MCDA can be 
applied to analyse the construction of breast cancer information from a critical psychological 
perspective. By drawing on examples from websites, we discuss four central aspects of 
MCDA. Firstly, in using MCDA we view language and meaning as consisting of words and 
visual signs (e.g., colour, layout or images) (Gleeson 2011; Machin & Mayr 2012). 
Therefore, discourses can be identified and analysed through visual and textual choices. 
Secondly, through MCDA, we view language as never neutral: the choice of language 
constructs meanings attached to the social world, shaping how we can understand it and act 
within it (Machin & Mayr 2012; Pauwels 2012). Thirdly, by applying MCDA, we see 
meaning as infused with power relations, such that certain interests will be favoured over 
others, and some possibilities in meaning will be allowed and others denied (Gleeson 2011; 
Pauwels 2012). Lastly, using MCDA allows us to analyse what is taken for granted – the 
underlying ‘ideas, absences and . . . assumptions’ – and to consider how these assumptions 
shape the construction of social meaning (Machin & Mayr 2012, pp. 9-10). Following a 
description of the steps involved in our study, we discuss each of these features of MCDA. 
2.1.The Study 
Our search for breast cancer websites started with that of Breast Cancer Network 
Australia ([BCNA] 2011). As suggested by Gleeson (2011) and Pauwels (2012), the first 
author recorded her impressions by writing detailed descriptive notes about the homepage 
under the headings: ‘use of colour and images’ and ‘content and layout’. What was 
immediately noticeable was how the homepage seemed to reproduce iconic elements of the 
pink ribbon culture (see Figure 1). This reproduction of the pink ribbon culture started to 
raise questions about how breast cancer is constructed through online health information. 
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 Figure 1. BCNA homepage 
The first and second authors each examined the homepage and compared and 
discussed their impressions, which led to a search for other Australian breast cancer websites.  
We searched for breast cancer support organisations, using Google and the search terms 
(‘breast cancer’) AND (‘support’ or ‘organisation’ or ‘service’) AND (‘Australia’), resulting 
in 18 Australian websites. The first author then qualitatively assessed each website to decide 
whether it met a set of selection criteria, informed by a review of breast cancer literature: that 
it was targeted at women with breast cancer (and, by extension, at their families, friends and 
caregivers) and that it included information, services/resources, news, personal stories, events 
and forums. We excluded websites that focused on breast cancer research, medical 
information or fundraising, as these did not specifically address women with breast cancer as 
readers. The final selection was indicative of current Australian breast cancer support 
organisations and included the four most comprehensive websites: BCNA, Breast Cancer 
Care WA ([BCCWA] 2011), BreaCan (2011), and Cancer Australia ([CA] 2011). BCNA and 
CA are national organisations, whereas BreaCan and BCCWA run at the state level. BCNA 
and BCCWA arrange events and support services, while BreaCan and CA generally inform 
women of events and services hosted by other organisations. This sample size is suitable for 
in-depth qualitative analysis, especially when using MCDA, given that the focus is on 
providing a rich, illustrative analysis of how meaning is constructed through health 
information as opposed to providing a generalisable account of one fixed ‘reality’ (Makoni 
2012; Thompson 2012). 
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For data collection, the first author took screenshots of the homepages and any pages 
that presented information or support services to women with breast cancer, their partners, 
friends, family or other people affected by the illness. This ‘snapshot approach’ deals with the 
changeable nature of websites by selecting a specific date and taking a ‘static slice of a 
dynamic medium’ (Pauwels 2012, p. 251). This generated 91 screenshotsii that were dated 
(June – November 2011) and numbered (e.g., BCNA 1, CA 4). The first author familiarised 
herself by repeatedly reading and visually assessing the screenshots. She also continued to 
make descriptive notes of each screenshot and discussed these with the other authors, to 
develop a sense of each website in isolation and in relation to each other. We obtained written 
approval from all four organisations to use all website content (apart from the BCNA online 
forum), on condition that any photographs including people were blurred to protect their 
identities. 
Having consulted the technical literature on using MCDA (e.g., Kress & van Leeuwen 
1996), we decided to analyse the websites using a modified form of discourse analysis that 
involved an intuitive process of searching for and identifying discourses that consisted of 
text, images, colour and layout choices. This approach is most similar to Gleeson’s (2011) 
method, in that it involves searching for patterns in both textual and visual data and an 
interpretive analysis of these patterns. We first searched for recurring and linked patterns of 
meaning across the websites, which formed a set of codes. Each code consisted of a cluster of 
extracts (including images, words and references to layout or colour), which Gleeson (2011) 
termed a ‘proto-theme’ (p. 320). For example, ‘hyperfemininity’ included: 
Colour: Pink headings & tabs [CA 10, and throughout] 
‘Handbag-sized booklet’ [BCNA 4 & 9] 
‘We regularly host “coffee & cupcakes” morning teas’. [BreaCan 5] 
Theme: sewing, feminine hands [BreaCan, all pages] 
‘The 8th Annual Celebration of Women Long Table Lunch was a fantastic affair of 
food, wine, fashion, friendship and fundraising!’ [BCCWA 6] 
‘Jan Logan [Jewellery sponsor] - Pretty in Pink’ [CA 4] 
The first author then refined the codes by reading both within and across each cluster 
of extracts to ensure that each code was coherent and distinct. Codes were then grouped into 
broader ‘discursive themes’ (e.g., life and growth, empowerment through information, hope). 
Similar to other forms of MCDA, specifically Machin and Mayr (2012), while analysing 
these themes, we identified discourses that operated across the websites. We then analysed 
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the discourses by examining the common meanings and values which were consistently 
attached to breast cancer.  
Discourses not only serve to construct events and phenomena, but they also offer 
certain subject positions and construct ‘identities that are made relevant by specific ways of 
talking’ (Edley 2001, p. 210). This means that common constructions of breast cancer (as 
produced through discourses) offer possible ways in which women can position themselves 
and others in relation to the illness. We therefore searched for subject positions within the 
themes and discourses and considered how these positioned women in terms of how they 
‘should’ look, act and respond in relation to breast cancer. In addition, we analysed who was 
represented on the websites (e.g., through markers of gender, ethnicity and sexuality) and 
how they were visually and textually depicted (e.g., angle, choice and layout of photographs, 
placement of photographs in relation to information, use of colours, etc.) (Kress & van 
Leeuwen 1996; Machin & Mayr 2012). One core discourse we identified was that of 
‘individual responsibility and empowerment’ which presented a message of women being 
able to live well with breast cancer. Using examples, we now illustrate four key points of 
MCDA that enabled a critical analysis of breast cancer information. 
2.2. Meaning is Multimodal 
Within MCDA, meaning is analysed through language, images, layout, colour, size 
and other visual elements (Kress & van Leeuwen 1996). This involves the analyst moving 
beyond a superficial description of multimodal elements, to identify and examine the 
underlying meanings that shape a phenomenon. We identified a dominant message across the 
websites, that women can ‘live well with breast cancer’, which is depicted visually and 
textually, as shown in Figures 2 – 7. 
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 Figure 2. BreaCan 14  
 
Figure 3. BCNA 12 
78
 Figure 4. BCNA 7       
 
Figure 5. BCNA 3 
 
Figure 6. CA 1b    
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 Figure 7. CA 16 
 Across the websites, women were consistently depicted as being healthy and happy, 
and living well with breast cancer, through photographs which featured women smiling 
(Figures 4 – 7), being physically active (Figures 2, 4 & 6), located in natural, outdoor settings 
(Figures 4 & 6), or through symbolic and visual references to plants (Figures 4, 5 & 7). These 
images were often paired with information under the headings ‘living with breast cancer’ 
(Figure 3), or ‘life after breast cancer’ (Figure 7), or on pages that featured information about 
physical (Figure 2), sexual (Figure 3), or emotional (Figure 4) wellbeing.  
While women are positioned on the websites as central actors in promoting their 
health and wellbeing, medical professionals and experts are positioned as assisting women. 
This is exemplified by ‘expert’ resources (Figure 2: reflexology and gentle exercise; Figure 3: 
a resource on sexual wellbeing, devised from psychological research). In Figure 5 it is stated 
that ‘BCNA works closely with health professionals to achieve better health outcomes for 
women’ – a message that is presented on the BCNA homepage. Health is thus constructed 
across the websites as achievable by women, with the help of health professionals, and 
through self-care practices such as exercise and complementary and alternative medicine 
(Bell 2010; Broom et al. 2012). 
These brightly lit photographs of healthy, happy and active people, alongside 
references to wellbeing, all reinforce the message that women can – indeed should – live well 
with breast cancer. Thompson (2012) noted similar visual and linguistic strategies used on a 
mental health website which shifted over time from a focus on mental illness to one on 
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‘wellness’. This focus on health mirrors the broader approach within Western society which 
encourages people to engage in healthy lifestyles and actively achieve health (Broom et al. 
2012; Nettleton 2013). Moreover, in both our analysis and Thompson’s (2012), MCDA 
allowed a consideration of how meanings around ‘wellness’ were constructed through 
multiple modes, both visual and linguistic. 
2.3. Language is Never Neutral 
As a discursive method, MCDA involves researchers examining language for how it 
is used to construct social meanings (Machin & Mayr 2012). Hence, we were interested in the 
language use on the websites and how these language choices constructed particular 
understandings of breast cancer. Within the message of ‘living well with breast cancer’, 
women were repeatedly positioned across the websites as actively involved in, and 
responsible for, achieving and maintaining ‘wellness’. Being healthy while having breast 
cancer is not to be taken for granted; rather, it is constructed as something that needs to be 
attained, through the help of the organisations and other women. The support offered by the 
organisations and by other women with breast cancer or ‘survivors’ is exemplified below. 
 
Figure 8. BCNA 3 
 
Figure 9. BreaCan 13 
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Extract 1: 
The Resource Centre is a central place where women can connect with other women 
who are living well, to normalise their feelings and anxieties and discuss ways to 
adjust to living with cancer. [BreaCan 11] 
Here, the organisations are seen to offer help to women through the provision of 
information and resources and by connecting women with each other. Photographs 
consistently feature women helping others (Figures 8 & 9), which is both an integral feature 
of the pink ribbon culture (King 2006; Sulik 2011) and is constructed as a central aspect of 
the organisations. Such photographs are often situated alongside information aimed to equip 
women to give and receive support, including information generated by women themselves 
(Figure 8). The organisations thereby offer women solutions to the concerns and difficulties 
caused by breast cancer. They also position women as active in seeking out such solutions 
and in helping each other, and invoke ideals of femininity as being cheerful, helpful and long-
suffering, which has been noted in other analyses of the pink ribbon culture (Sulik, 2011). 
Women are explicitly positioned as ‘empowered through information’, as illustrated in the 
following extracts. 
Extract 2: 
Empower people - We are committed to enhancing people’s skills and capacity to 
make informed choices, as they wish. [BreaCan 18] 
Extract 3: 
BreaCan gave me the help that no-one else was able to give me and in doing so 
allowed me to take control of my life. [BreaCan 10] 
Extract 2 is from a page on BreaCan’s ‘Vision and Principles’, while Extract 3 
appears with an image of an information session held by BreaCan, situated on a page about 
‘Services and Events’. Extract 2 illustrates the importance that is placed on ‘empowerment’, 
while Extract 3 serves to exemplify the benefits women can gain from available resources. In 
both extracts, lexical choices such as ‘empower’, ‘informed’, ‘control’, ‘choice’, ‘my’ and 
‘skills’ position women as having choice, control and capacity, which they gain by equipping 
themselves with information. On the one hand, such language reproduces the values of 
individualism, consumerism and choice that currently shape health care (Nettleton 2013). 
However, positioning women as actively involved in their experience of breast cancer, and as 
equipping themselves with information can be seen as empowering and consistent with the 
women’s health movement (Sulik 2011). Either way, this language is hardly neutral. 
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Therefore, by applying MCDA, we can see how choices of language simultaneously 
construct individual women as responsible for surviving breast cancer (e.g., by staying active 
and being informed) and as health consumers who can take control in achieving ‘wellness’ 
(Bell 2010; Broom et al. 2012). While this may be achievable for some, such a message 
obscures the inevitability that this would not be possible for all women. 
2.4. Meaning is Imbued with Power Relations 
Visual images, like language, are not simply reflections of reality, but reproduce 
power relations (Gleeson 2011). Following the notions that meaning is constructed 
multimodally and that language (and imagery) is never neutral, so the practice of meaning-
making is shaped by context. This view of meaning as contingent and constructed is central 
to methods such as MCDA (Machin & Mayr 2012; Pauwels 2012). Therefore, in using 
MCDA, it is important to consider the meanings attached to a phenomenon, such as ‘living 
well with breast cancer’, and what is made possible through such constructions. 
We have illustrated how breast cancer organisations construct breast cancer not as a 
stigmatised disease, as it was once known (Klawiter 2004), but as an opportunity for women 
to take control, improve, and maintain their health by engaging in certain practices (e.g., 
reading information, and participating in support groups and exercise classes). The 
organisations also offer information for women to make ‘informed choices’ about their 
treatment (Extract 2), to ‘take control of [their] life’ (Extract 3), and to manage the sexual, 
psychological and physical ramifications of breast cancer (Figures 2 – 4 and 7 – 9). As we 
have argued, these notions of ‘control’ and ‘choice’ perpetuate consumerist ideals that 
currently shape Western approaches to health and illness (Nettleton 2013). This has the 
discursive effect of positioning women as health consumers who, despite having breast 
cancer, have the (social and economic) capital to attain health, which is inscribed as a 
commodity.  
It is hard to argue against organisations promoting health, wellbeing and 
empowerment for women with breast cancer – a dilemma that we had to consider as feminist 
researchers. However, it is vital to bear in mind that when health is constructed as a 
commodity that is attainable through individual effort, it is easy to lose sight of the socio-
political and economic factors that shape and constrain access to health and health care. The 
support services and information advertised on these websites also reinforce the philosophy 
of individual responsibility and empowerment and the withdrawal of state involvement in 
83
health care (Broom et al. 2012; Nettleton 2013), thus obscuring inequalities within health 
care that make health more attainable for some than for others. 
A consideration of power relations is also pertinent within the context of the pink 
ribbon culture, in that information and support services have been shaped predominantly by 
the experiences of white, heterosexual, middle-classed women who are in a position to access 
all that is on offer by breast cancer organisations and health care systems (Gibson, Lee and 
Crabb 2014; Jain 2007; King 2006; Sulik 2011). Given this focus in the pink ribbon culture, 
we were interested in exploring whether such patterns would be reproduced through breast 
cancer websites. One clear example of this is the visual representation of white, heterosexual 
women across the four websites (see Figure 10). 
 
Figure 10. BCNA 19 
Of the 38 photographs in the 91 screenshots, only eight include women who are 
visibly non-white, thus maintaining a focus on white women. Similarly, no information is 
presented to lesbians with breast cancer, except by BCNA (on the page for ‘Family & 
Friends’). What little information is provided is situated alongside photographs of a 
heterosexual couple and a woman with her male partner and children (see Figure 10). This 
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juxtaposition of seemingly inclusive terms like ‘same-sex partners’ with the absence of visual 
representation highlights the disjuncture between promises of inclusivity and the lack of 
support for lesbians. As others have found, patterns of discrimination can be perpetuated 
through the presentation of health information, by focusing on those who are in positions of 
power, while silencing others (Makoni 2012; Pitts 2004). MCDA is one approach that allows 
for a consideration of such power relations implicit in online health information. 
2.5. Assumptions underpin Meaning 
In reviewing current approaches to health care, Nettleton (2013) argued that 
individuals are positioned as health consumers who have a range of choices at their 
fingertips; however, this construction assumes that people have the ‘power to take action and 
control and enhance their own lives’ (p. 253). By using MCDA, we can examine the 
assumptions and biases that undergird constructions of health and illness, and consider both 
the productive and restrictive possible effects for women’s subjectivity. 
Women are positioned on the websites as empowered individuals who have control 
over their bodies and their illness. This is exemplified by depictions of women as active, 
happy and healthy-looking, and through information that emphasises how women can take 
control of the effects of cancer and its treatment. Notably, this positioning of women as 
empowered consumers signals a momentous shift within breast cancer care – one that 
Klawiter (2004) identified in her ethnographic analysis of one woman’s experience of having 
breast cancer during the 1970s and then during the 1990s. For example, Klawiter’s (2004) 
participant moved from being a ‘duly compliant patient’ to being an active, informed member 
of her ‘health care team’ (pp. 865-866). Similarly, the breast cancer organisations we 
examined encourage women both to be informed about their own health (and illness) and to 
contribute to knowledge production. As seen in Figure 1, the BCNA homepage typifies all 
four websites’ promotion of women’s empowerment, with links for women to obtain ‘news’ 
through featured articles or through the BCNA newsletter (The Beacon, also in Figure 4), to 
access ‘resources’ (The My Journey Kit), to give back by ‘help[ing] with research’ or giving 
a donation, and by helping both themselves and other women by participating in support 
groups or the ‘online network’.  
Women’s empowerment over their health is promoted both within the pink ribbon 
culture and the women’s health movement, and has enabled women to challenge previously 
patriarchal structures of health care (Klawiter 2004). However, these opportunities for choice 
85
and empowerment simultaneously position women as responsible for their health. As 
Nettleton (2013) put it, this engenders an ‘imputation of responsibility’: women with breast 
cancer are faced with so much information and support, that if they are not seen to draw on 
this support or actively involve themselves in improving their health, then they risk being 
blamed for not getting better (p. 72). By applying a critical lens, through the use of MCDA, 
we can see how this focus on individual responsibility on breast cancer websites could have 
the effect of blaming the very women who are meant to benefit from such support.  
3. Conclusion 
We have presented a snapshot of our critical analysis of breast cancer websites to 
illustrate what we believe are some of the central, and most useful, points of MCDA and how 
it can assist psychological researchers in analysing the multi-dimensional construction of 
meaning. Visual methods, such as MCDA, are still relatively new in psychology but, as 
researchers such as Lyons (2000), Gleeson (2011), Reavey (2011), Thompson (2012) and 
Silver (2013) have argued, they can offer ways to analyse how meaning is communicated 
through modes other than language and how meaning is constructed through particular power 
relations and contexts. 
Following Gleeson (2011), we believe that MCDA involves the same interpretive 
skills as any other qualitative research in psychology. By taking a critical stance, afforded by 
MCDA, we suspended the assumption that breast cancer websites are entirely beneficial and 
inclusive for all, and, rather, examined how meanings around breast cancer are constructed, 
contingent and embedded within a socio-political context (Nettleton et al. 2005). As Gleeson 
(2011) commented, ‘we have no rule books to support our interpretations and must fall back 
on a wider disparate range of texts and experiences to justify our interpretation of the image’ 
(p. 316). Hence, we drew on shared cultural knowledge, as members of Western society, and 
other theoretical and empirical work to interpret how breast cancer was constructed and how 
women were positioned on the websites through the choice and layout of images and text. We 
recognise the contingent nature of our analysis and caution others to be mindful of making 
claims that go beyond the limits of their analysis to explain the impact on people’s lives.  
The aim of this study was to question how breast cancer information and support 
services are presented to women with breast cancer, and to consider critically what messages 
are being transmitted. By using MCDA, we could identify how breast cancer is in fact 
constructed not as an illness but as an opportunity for women to achieve health and to live 
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well, thereby reinforcing consumerist notions of health as a commodity. Women were 
predominantly positioned as active and empowered in relation to their health, which may be 
helpful to many who face this life-threatening illness. However, it is vital to read between the 
lines of such cultural messages, and to consider who might benefit from such messages and 
whose experiences or situations might be silenced.  
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Chapter Five 
Representations of Women on Australian Breast Cancer 
Websites: Cultural ‘Inclusivity’ and Marginalisation 
 
Embedded within a methodological discussion in chapter four, I demonstrated that the 
neoliberal discourse of ‘individual responsibility and empowerment’ operates across the four 
breast cancer websites analysed in my research. Hence, a great deal of emphasis is placed on 
how women can empower themselves and take control, while dealing with breast cancer. The 
message of ‘living well with breast cancer’, presented across the websites as part of the 
discourse of ‘individual responsibility and empowerment’, could certainly be helpful and 
beneficial for some women with the illness. Such a message can also be read as entrenched 
within broader neoliberal approaches to health and illness, in particular the assumption that 
individuals have the power to take control in dealing with an illness and can effect change 
with regard to their health. However, as Nettleton (2013) argued, for example, such a focus 
on individual responsibility and empowerment can serve to overlook the physical and socio-
economic factors that shape people’s health and access to health care resources.  
 Keeping this in mind, another aim of this first study was to analyse the spaces that are 
made available to women who come from various minority groups, in the presentation of 
information and support services on the websites. As I discussed in chapter two, the websites 
were analysed for how they addressed lesbians (or women in same-sex partnerships), women 
from so-called ‘culturally and linguistically diverse’ backgrounds, and Indigenous women. 
Originally, the websites were also analysed for how they addressed women in rural/regional 
areas of Australia. It soon became clear that specialised information and resources were 
offered to rural and regional women across the four websites and that this was the result of a 
strong emphasis at a governmental level on health services for women living in these areas 
(Cancer Australia, 2011b). In fact, this focus on women in rural/regional areas served to 
emphasise the marginal space that was provided, on the websites, to lesbians, women from 
‘culturally diverse’ backgrounds, or Indigenous women.  
 In this chapter, the discourse of ‘diversity’ is discussed in relation to how it operates 
across the websites, in terms of how women from minority groups are addressed or 
occasionally seen to be ‘included’ in the presentation of information and support services. 
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The organisations are therefore positioned as practising ‘cultural competence’ in health care 
(Betancourt, 2004; Flaskerud, 2007), by making references to particular problems that 
women in these groups might face while dealing with breast cancer. These instances are, 
however, fairly minimal and superficial in the lengths they go in assisting women with breast 
cancer. In addition, although the organisations are seen to make attempts at providing 
applicable information and services to women from various backgrounds, these attempts 
could have the effect of further entrenching the ‘otherness’ of women who are not white, 
heterosexual, and/or middle-class. This poses a significant problem regarding how to present 
breast cancer information and services to a wider range of women, while remaining respectful 
and doing so in a way that can have helpful outcomes for women, which is discussed in this 
chapter. Chapter five is presented in the form of a paper, which has been accepted for 
publication in the Journal of Sociology: 
 
Gibson, A., Lee, C., & Crabb, S. (in press). Representations of women on Australian breast 
cancer websites: Cultural ‘inclusivity’ and marginalisation. Journal of Sociology. 
Accepted 21st October 2014. 
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Abstract 
Despite ‘cultural competence’ rhetoric within health care, women’s varied breast cancer experiences 
are often overlooked within the ‘pink ribbon culture’ of breast cancer, which focuses on white, 
heterosexual, middle-class women’s accounts. We present a multimodal critical discourse analysis of 
four Australian breast cancer organisations’ websites, which provide information and support to 
women. We examine how they represent the needs and experiences of women from minority groups, 
specifically lesbians, women from ‘culturally and linguistically diverse’ backgrounds, and women 
from Indigenous backgrounds. Through the two discursive themes: ‘boys do cry’ and ‘being breast 
aware’, we illustrate how women from these groups are sometimes included and at times 
marginalised on websites. We also identify a discourse of ‘diversity’, which seemingly supports 
‘cultural competence’, but actually obscures the assumptions that underpin cancer care. We suggest 
that women who are not white, heterosexual, or middle-class could find available resources 
inappropriate, or experience barriers to access.  
 
Keywords 
Breast cancer, lesbian, Indigenous women, culturally and linguistically diverse, Australia, multimodal 
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Introduction 
Breast cancer, like cancer in general, has been constructed and represented in distinctly 
different ways over time. This has been illustrated particularly by sociological and 
anthropological analyses (e.g., Klawiter, 1999, 2004; Sontag, 1977/2001; Thorne and 
Murray, 2000), which have demonstrated how meanings around cancer are shaped by 
sociocultural, historical, and political factors, and therefore are always open to change. 
Current dominant understandings of breast cancer in Western society have been constructed 
into what is known as the ‘pink ribbon culture’ (King, 2006). This illness culture has clearly 
benefited women with breast cancer, through the dismantling of previous stigmatisation and 
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of highly unequal power relations between women and health care providers, as well as 
through the development of support services for women (King, 2006; Klawiter, 2004; Thorne 
and Murray, 2000). Nevertheless, critics have cautioned against viewing this illness culture as 
entirely beneficial. One of the main criticisms of the pink ribbon culture is its focus on white, 
middle-class, heterosexual women (see Anglin, 1997; Jain, 2007; Klawiter, 1999; Sulik, 
2011). Keeping this critique in mind, we present a discursive analysis of the websites of 
prominent Australian breast cancer organisations. The purpose of this analysis is to consider 
how women who come from various minority groups are represented through the websites. 
We argue that superficial attempts to demonstrate inclusivity can obscure continuing 
disparities within health care, and that representations of women from minority groups are 
constructed through heteronormative, gendered, and cultural assumptions. 
Firstly, we consider research on the experiences of lesbians
i, women from ‘culturally 
and linguistically diverse’ii (‘CALD’) backgrounds, and women from Indigenous 
backgrounds, with a focus on the appropriateness of the pink ribbon culture. Whilst many 
minority groups may be overlooked within breast cancer care, we have chosen to focus on 
these groups of women given that they may be less likely to fit within the dominant position, 
of the pink ribbon culture, as being white, heterosexual, and middle-class. We then consider 
the theoretical concept of ‘cultural competence’ (Betancourt, 2004; Flaskerud, 2007), an 
approach in health care that attempts to address the diversity of patients’ backgrounds and 
needs, and use it to contextualise the provision of breast cancer information and support 
services by Australian support organisations. 
The pink ribbon culture: Gains and gaps 
Breast cancer has received growing attention in the last 20 to 30 years in Western society; 
although women with breast cancer were once stigmatised and silenced, they now receive 
substantially more medical and social support (King, 2006). This changed construction of 
breast cancer was initiated through a range of events enacted by individuals and organisations 
in the 1980s/1990s. Events such as the American National Breast Cancer Awareness Month 
campaign and the adoption of the emblematic pink ribbon in 1992 led to the development of 
the ‘pink ribbon culture’ (King, 2006; Sulik, 2011). 
The pink ribbon culture can be understood as an illness culture. Through the operation 
of various discourses and practices, this illness culture shapes and constrains individual and 
societal understandings of, and responses to, breast cancer, how women with breast cancer 
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can look and behave, and how breast cancer is approached on a structural level by 
organisations (e.g., breast cancer organisations, pharmaceutical companies, commercial 
companies supporting ‘the cause’). This illness culture is enacted through the medical 
profession, social responses to breast cancer, and the experiences, responses, and meanings 
that individuals attach to breast cancer (Klawiter, 1999; Sulik, 2011). The pink ribbon culture 
historically formed around the efforts of white, heterosexual women who occupied relatively 
affluent, influential positions in American society (Anglin, 1997; Kaiser, 2008); these 
women’s perspectives particularly shaped the concerns and experiences upon which this 
illness culture is now based.  
 The pink ribbon culture has clearly benefited women with breast cancer. Following 
the HIV/AIDS movement, breast cancer activists drew on a discourse of ‘survivorship’, 
positioning women with cancer as ‘survivors’ rather than ‘victims’ (King, 2006); this shift 
was central to dismantling breast cancer as a shameful illness. Moreover, through concerted 
activism, women with breast cancer gained greater control over their health and treatment 
decisions, addressing power disparities between women and health care providers (Klawiter, 
2004). The pink ribbon culture has resulted in substantial public attention and research 
funding for breast cancer, and practical and emotional support for women with breast cancer 
through a range of organisations (King, 2006; Sulik, 2011).  
These benefits do not always apply to all women. Research on lesbians’ experiences 
of cancer, for example, identifies both material and discursive barriers. Lesbians have 
suggested that breast cancer information and care needs to consider lesbians’ needs, to 
recognise them and their partners, and to consider the intersectionality of their gender, 
sexuality, and cancer (e.g., Barnoff et al. 2006). In Canada, lesbians have reported choosing 
not to join support groups for fear of experiencing heterosexism (Sinding et al. 2004), and 
some have found that support groups do not welcome female partners (Barnoff et al., 2006). 
Jain’s (2007: 506) critique of how breast cancer is dealt with in America highlighted the 
‘heterosexualisation of the disease’, which makes it difficult for lesbians to understand their 
illness in relation to their sexuality. Rubin and Tanenbaum (2011) also argued that cancer 
care is still shaped by heteronormative assumptions. This requires lesbians to make decisions 
regarding whether to disclose their sexuality to health care providers and potentially risk 
quality of care or access to support services (Boehmer and Case 2004; Eliason and Schope 
2001).  
Notably, there is some degree of slippage between the concepts of heteronormativity as a 
process involving the normalisation of heterosexuality and the subsequent subtle discrimination of 
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lesbians (as identified in the above empirical studies) and instances of ‘mundane heterosexism’, as 
conceptualised by Peel (2001: 541). Working from a discursive psychological perspective, Peel 
(2001) explained that there is a strong imperative in current society for speakers to appear to be 
liberal-minded in the way that they talk about minority groups, for instance, LGBT people. This 
requires work on the speaker’s part to manage their ‘stake’ within interactions and to avoid being 
labelled as heterosexist (Peel, 2001). Mundane heterosexism, therefore, can be understood as the 
discursive manifestation of heteronormativity through everyday talk. The above examples taken from 
research illustrate instances of mundane heterosexism, as well as instances of heteronormativity, but 
depend on the context in which they occur. Examples of heteronormativity include those that 
reproduce assumptions that heterosexuality is the norm, to the exclusion of lesbians, their sexuality, 
particular issues, or relationships. For example, as alluded to in Barnoff and colleagues’ (2006) work, 
cancer information that is written in such a way as to be ‘neutral’ or ‘inclusive’ could, in fact, 
reproduce heteronormativity, if there is no acknowledgement of the unique differences and issues that 
lesbians face while having cancer. Similarly, breast cancer support groups for partners have been 
structured on the assumption that partners are male. These groups therefore have the effect of 
reproducing heteronormative beliefs about relationships and marginalising female partners (Barnoff et 
al., 2006; Sinding et al., 2004). In turn, mundane heterosexism can be identified within people’s 
everyday interactions. For instance, in considering lesbians’ interactions with health care 
professionals in breast cancer care (Boehmer & Case, 2004), lesbians reported their doctors frequently 
not asking about their sexual orientation. Although many chose to disclose their sexual orientation 
anyway, others passively resisted disclosure. By not explicitly asking about sexual orientation, the 
doctors could simultaneously be viewed as trying to be neutral or understanding (by not forcing 
disclosure) and as subtly reproducing heterosexism by assuming that these women were heterosexual 
unless they said otherwise. Together, both these concepts of ‘heteronormativity’ and ‘mundane 
heterosexism’ are useful while bearing in mind the way in which information, support, and 
interactions around cancer are shaped in such a way that they can marginalise lesbians or women in 
same-sex partnerships. 
Women identified from a range of ‘culturally diverse’ backgrounds in Western 
societies have described parallel difficulties. Punjabi-speaking women in Canada (Gurm et 
al., 2008), Indigenous Australian women (McMichael et al., 2000) and Canadian Aboriginal 
women (Brooks, 2010; Poudrier and Thomas-MacLean, 2009) have all described ways in 
which differences in language and values have created barriers to attending, or benefiting 
from, support groups. Research focusing on the experiences of ‘culturally diverse’ (e.g., 
Gurm et al., 2008; Henderson et al., 2011; Howard et al., 2007) and Indigenous women with 
breast cancer (Friedman and Hoffman-Goetz, 2007; Poudrier and Thomas-Maclean, 2009), 
has identified a need for information to be delivered in culturally sensitive and accessible 
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ways, in order to overcome sociocultural barriers in health care and to acknowledge the 
varied realities of women’s lives.  
‘Cultural competence’ in health care 
Accounts of the experiences of lesbians, women from ‘culturally diverse’ backgrounds, and 
women from Indigenous backgrounds highlight some of the gaps in current approaches to 
breast cancer support, especially in light of the overall attention that is given to breast cancer. 
It is therefore useful to consider how breast cancer information and support services are 
constructed in relation to ‘cultural competence’, which refers to:  
a set of congruent behaviours, attitudes, policies, and structures that come together in 
a system or agency or among professionals and enables the system, agency, or 
professionals to work effectively in cross cultural situations (Flaskerud, 2007: 121). 
 
Cultural competence in the research and practice of health care focuses on ‘including’ 
different cultural groups; it is meant to assist in eradicating disparities in health care by 
recognising ‘diversity’ (Betancourt, 2004; Flaskerud, 2007). This approach involves health 
care providers considering, learning, and respecting the values and beliefs of people from 
‘different’ (non-white or non-English-speaking) groups (Betancourt, Corbett and Bonderyk, 
2014). On a systemic level, it involves organisations adopting policies that recognise the 
values or health beliefs of non-mainstream cultural groups or by providing culturally 
appropriate health education resources (Betancourt, Green, Carrillo and Ananeh-Firempong, 
2003).  
Cultural competence is presented as a way of improving interpersonal communication 
in health care, assisting shared decision making, and making health services more accessible 
to different groups of people (Betancourt et al., 2014). Nevertheless, it is not possible for 
health care providers to learn information about every cultural grouping, while the approach 
could potentially oversimplify and stereotype group differences (Betancourt et al., 2014). 
Hester (2012) also warned that cultural competence can involve constructing minority groups 
as the cultural ‘other’, to be studied and ‘included’ in the mainstream health care system. 
Such a construction can stereotype and disempower people from minority groups, and 
encourage passivity. As Hester (2012: 280) put it, this approach runs the risk of glossing over 
the ‘polyvalent mobility’ of race (and other groupings) by clustering people in fixed groups. 
This serves to deny how culture changes over time and within specific social, historical, and 
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political contexts, and to obscure how these essentialised differences can be used to ‘manage, 
control, or dominate’ minority groups (Hester, 2012: 280). Thus, ‘cultural competence’ itself 
requires critical deconstruction. 
This Study 
Following previous critiques of the pink ribbon culture, which have noted the focus on white, 
heterosexual, middle-class women, we examine how women from minority groups are 
addressed and represented within breast cancer information and support services. Given the 
importance of the Internet as a source of information and support in Western society (Lupton, 
2012), we chose to assess the websites of Australian breast cancer organisations, which offer 
a starting point for women seeking support and information. We note that whilst online 
spaces can be empowering by making health information available to lay people (Hardey, 
1999), they can also reproduce offline patterns of heterosexism, racism, and other forms of 
discrimination (Pitts, 2004). Further, even in Western countries, such as Australia, 
demographic inequalities regarding Internet access persist, particularly according to age, 
income, and education (Australian Bureau of Statistics [ABS], 2014). It is therefore important 
to consider the content and the increasing provision of online breast cancer information and 
support services, and how this could impact on women from various minority groups. 
We adopt a feminist post-structuralist lens (Gavey, 1989; Weedon, 1987) to examine 
how breast cancer is discursively constructed and presented to women via breast cancer 
websites, and to consider how women with breast cancer are themselves represented within 
constructions of the illness. Hence, we are interested in exploring the discourses and practices 
that construct breast cancer. We understand a ‘discourse’ as a ‘system of statements which 
cohere around common meanings and values [that] are a product of social factors, of powers 
and practices, rather than an individual’s set of ideas’ (Hollway, 1983: 231). By examining 
the ways in which breast cancer is constructed through language and other signs (e.g., 
images), we can consider what space is provided to consider and represent women who come 
from various cultural backgrounds. Our research questions were: (a) How is breast cancer 
discursively constructed on Australian breast cancer websites, (b) How are women with 
breast cancer positioned and depicted on these websites, and (c) Given the notion of cultural 
competence, what space is provided on the websites for the experiences and concerns of 
women who come from various ‘diverse’ backgrounds, including lesbians and women from 
‘CALD’ or Indigenous backgrounds?  
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Methods 
We first identified 18 Australian-based breast cancer websites through Google, using the 
search terms: (breast cancer) AND (support OR organisation OR service) AND (Australia). 
The first author (AG) assessed each website on the basis of criteria informed by reviewing 
literature on women’s experiences of breast cancer and the pink ribbon culture. Websites 
were selected if they addressed women with breast cancer and included information, 
services/resources, news, personal stories, events, and forums. We excluded fundraising 
websites (e.g., McGrath Foundation), and research websites (e.g., Breast Cancer Institute of 
Australia), as these were not specifically addressed to women with breast cancer. The final 
selection of websites was indicative of the most prominent Australian cancer support 
organisations: Breast Cancer Network Australia ([BCNA] 2011), Breast Cancer Care 
Western Australia ([BCCWA] 2011), BreaCan (2011), and Cancer Australia ([CA] 2011). 
BCNA and CA are national organisations, while BreaCan and BCCWA operate at state level. 
BCNA and BCCWA arrange events and support services, whereas BreaCan and CA focus on 
informing women of events and services, mostly run by other organisations. Written 
permission to use the websites’ content was obtained from all four organisations, provided 
that photographs were blurred to protect people’s identities. 
Screenshots were taken of the website homepages and any pages that related to 
information and support services offered to women with breast cancer, their partners, friends, 
or family. This generated 91 screenshots
iii
, which were dated (June – November 2011) and 
numbered (e.g., BCNA 1, CA 4). AG developed familiarity by repeatedly reading and 
visually assessing the screenshots. During this process, she made descriptive notes regarding 
the use of colour, images, photographs, text, and layout. This provided a qualitative summary 
of each website, as well as an initial thematic overview. 
 
Analysis 
After initial coding, AG conducted an MCDA (Machin and Mayr, 2012), extending the 
process of discourse analysis to include not only text, but also images, colour, and layout. 
This process consisted of searching for recurring and linked patterns of meaning across the 
websites, which then formed a set of codes. Each code was matched to a cluster of extracts 
(including images, words, and references to layout or use of colour), which was then refined 
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by reading through the extracts both within and across each code to ensure that they were 
substantially different from each other. Sets of codes were then grouped into ‘discursive 
themes’ (e.g., ‘being breast aware’). In analysing these themes, we identified various 
discourses that operated across the websites (e.g., a discourse of ‘individual responsibility 
and empowerment’, a discourse of ‘diversity’). We analysed the ways in which themes and 
discourses shaped and constrained meanings of breast cancer in the presentation of 
information and support services, as well as how they constructed women from the selected 
minority groups. 
Results 
We focus on the discourse of ‘diversity’ which we identified as operating across the websites. 
This discourse was resourced by the ‘language of diversity’ as well as by a ‘repertoire of 
images’ that constructed an appearance of cultural ‘inclusivity’ (Ahmed, 2012: 51). This 
discourse positioned the organisations as recognising the ‘diversity’ of women’s backgrounds 
and as ‘including’ women from various backgrounds. At face value, the websites may appear 
to be ‘inclusive’; however, as we discuss, constructions of ‘diversity’ and ‘inclusivity’ served 
to perpetuate otherness, and silence existing inequalities in breast cancer care and support. 
We illustrate this discourse through two discursive themes (‘boys do cry’ and ‘being 
breast aware’), which occurred across all four websites. In the first theme, ‘boys do cry’, the 
focus on the heterosexual norm is exemplified through the information and support provided 
to (male) partners. Throughout, women were positioned as being coupled and in heterosexual 
relationships, with virtually no space provided for lesbians. We discuss one instance in which 
an organisation positioned itself as being ‘inclusive’ by addressing ‘same-sex partners’. 
Contrastingly, more information and attention was directed to ‘culturally diverse’ and 
Indigenous women. However, this information focused on educating ‘culturally diverse’ and 
Indigenous women about breast screening – on ‘being breast aware’. As we show, the 
organisations were positioned as being ‘inclusive’ of ‘culturally diverse’ women and 
Indigenous women through the visual and textual construction of this information. We 
critically consider the implications of how this information was constructed, as well as the 
ways in which the discourse of ‘diversity’ had the effect of obscuring underlying disparities 
in online breast cancer care and information. 
‘Boys do cry’ 
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The impact of diagnosis and treatment on people close to women with breast cancer was 
acknowledged across the websites. This was particularly noticeable in the support services 
and information offered to male partners or husbands – in contrast to that provided to female 
partners. In the theme ‘boys do cry’ (CA 13), men were visually and discursively constructed 
in several ways: they were positioned as traditionally masculine and, therefore, as needing 
support to express their emotions, while simultaneously being seen to support their female 
partners. Such constructions reinforce gender and sexuality norms, and highlight the focus on 
heterosexual, coupled women. Across the four websites, men (as partners) were depicted as 
women’s primary sources of support, while the possibility of women being single or same-
sex attracted was overlooked. This was constructed visually through choice and layout of 
photographs, and discursively in the information on pages targeting family and friends.  
  
Figure 1. BCNA 19.      Figure 2. CA 1c.       Figure 3. BreaCan 9. 
 
All photographs on the pages for friends and family contained one man with one 
woman (see Figures 1 and 2): there were no photographs of same-sex couples, friends, or 
other carers. This focus on coupled, heterosexual women was emphasised in Figure 1, with 
the mother in the centre, with her partner’s arms surrounding her and children looking at her. 
Figure 2 is typical of those showing a couple – his arm around her, with the couple positioned 
closely together, to depict intimate connections between them (Machin and Mayr, 2012). In 
Figure 3, a man seems to be seeking help from a BreaCan volunteer. This is complemented 
by text alongside the photograph: ‘BreaCan provides information and support to partners, 
friends and colleagues’ (BreaCan 9). The choice and placement of these photographs thus 
positions men as protectors and carers, and women as being in gendered, heterosexual roles 
within complex relational networks. 
In line with this, men were constructed in gendered ways across the websites, and 
assumed to experience difficulty in recognising and dealing with their emotions with regard 
to their partners’ illness. 
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Extract 1. It was really hard in the beginning because, like my wife, I was shocked 
and overwhelmed. I was having to look after the kids, take all the phone calls from 
family and friends, visit my wife in hospital and try to offer her support as well as try 
and hold down a full-time job. I don’t think anyone really understood just how hard it 
was for me – or that I also needed some support and back-up.  [BCNA 19] 
 
Extract 1, describing a male partner’s distress, focuses on the additional 
responsibilities that were placed upon him, over and above his paid job. The acceptance of a 
broader cultural discourse of masculinity is implicit in this extract and its presentation 
(Connell, 1995) – the display of men’s emotions is rare enough that they need to be pointed 
out explicitly, and it is presented as remarkable that a man had to care for his children. This 
quote was placed next to Figure 1, emphasising the positioning of the woman as central in the 
family. 
In framing men’s emotional difficulties, the breast cancer organisations were 
positioned as offering resources and information for men. However, these resources and 
information again reinforced heteronormative and gendered assumptions, as seen in Figure 4 
and Extract 2 below.  
 
Figure 4. CA 13. 
Extract 2 (taken from Figure 4). More than 12 000 women are diagnosed with breast 
cancer in Australia each year. For every woman diagnosed there is a man in her life – 
a husband, partner, son, father, brother, or friend – who will also be affected. When a 
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woman is diagnosed with breast cancer, she faces a challenging journey that can turn 
her life upside down. For the man who loves her, this can be a frightening new 
frontier, and a difficult and isolating experience. National Breast and Ovarian Cancer 
Centre [NBOCC] developed two audio CD resources and podcasts. When the woman 
you love has early breast cancer and When the woman you love has secondary breast 
cancer to support men through the emotional and practical challenges of being there 
for a loved one facing breast cancer.  [CA 13] 
 
The focus on men and their emotions is illustrated visually through the photograph on 
the resource booklet (Figure 4), featuring a (white) man looking worried and downcast. This 
angle typically encourages the viewer to wonder what the person is thinking or feeling 
(Machin and Mayr, 2012), and the image functions to reiterate the message that men are 
allowed to be, and to look, upset, at least in the context where their partner is seriously ill. 
The reference to ‘a frightening new frontier’ in Extract 2 additionally reinforced a discourse 
of traditional masculinity and control (Connell, 1995), presumably in an attempt to appeal to 
men.  
Whilst this strategy could open a space for men to express themselves emotionally, it 
positions men’s emotional expression within a limiting and gender-normative framework. 
This resource was advertised across all four websites and specifically addressed male partners 
– ‘husbands supporting their partners’ (BCCWA 17), ‘for the man who loves her’ (Extract 2) 
– thereby reinforcing the assumption of coupled heterosexuality. All information and support 
supplied by the organisations was directed towards men, as women’s partners. In contrast, no 
similar resource was offered to female partners, and across the four websites, no photographs 
or images featured same-sex couples. BCNA was the only website that offered some 
information for lesbians, alongside information for male partners, as shown in Figure 5 and 
Extract 3. 
102
 Figure 5. BCNA 19-20. 
Extract 3 (taken from Figure 5). Partners: Often partners have trouble expressing 
themselves and don’t want to discuss their feelings [. . .] Men often respond to 
problems by trying to fix them, and so they can feel distressed that your breast cancer 
is something they simply can’t fix [. . .] 
Same-sex partners: Some lesbians say that during their breast cancer journey they are 
aware of a difference between their experience and those of heterosexual couples. 
They tell us that ‘coming out’ to health professionals and breast cancer support groups 
can be almost as stressful as the breast cancer itself.  [BCNA 19-20] 
 
The reference in Extract 3 to ‘same-sex partners’ positioned the organisation as 
‘inclusive’ by recognising difficulties lesbians face. However, there were significant elements 
that constructed a distinction between female and male partners. In the information directed 
towards ‘partners’, the term was unproblematically equivalised to ‘men’ in the second 
sentence. The two sub-headers were ‘partners’ and ‘same-sex partners’ (emphasis added), 
clearly conveying the construction of male partners as ‘normal’ partners and female partners 
as a special case. This ‘overlexicalisation’ highlights the discomfort that any reference to 
non-heterosexuality elicits (Machin and Mayr, 2012: 37). In addition, the information for 
‘partners’ focuses on how cancer can affect men within the context of a relationship, while 
information for ‘same-sex partners’ elides any reference to the couple dynamic or to partners’ 
needs, instead focusing on heterosexism in health care, resulting in an uneven presentation of 
information. 
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Information directed towards or about partners across the websites, as exemplified in 
Extract 3, addressed the reader directly, as a woman with breast cancer (‘your breast cancer’), 
or directly addressed men – ‘the woman you love’ (e.g., CA 13), thereby positioning the 
expected audience as heterosexual women. In comparison, the pronouns ‘they’ or ‘their’ were 
used in relation to lesbians, who were further distanced through the expression ‘they tell us’. 
This served to construct an ‘“us” and “them” division’ (Machin and Mayr, 2012: 84) between 
the organisations and lesbians: the organisations were positioned as understanding the 
problems that men face, but as needing to be ‘informed’ about lesbian-specific issues. 
Further, both photographs in Figure 5 feature women with male partners. Through the 
deployment of the ‘diversity’ discourse, the organisation appeared to be ‘inclusive’ of 
lesbians, but the multimodal elements served to reinforce heteronormative assumptions about 
women and their significant relationships.   
Extract 3 did highlight one problem that lesbians and their partners could face: 
disclosing their sexuality to health care professionals and within support groups. Although 
some lesbians have described receiving lesbian-friendly cancer care (Sinding et al., 2004), 
heteronormativity and heterosexism are issues that lesbians with breast cancer frequently 
describe (Eliason and Schope, 2001; Mathews et al., 2002; Rubin and Tanenbaum, 2011). 
Extract 4 addresses lesbians on how they might avoid experiencing heteronormative 
assumptions or discrimination.  
Extract 4. If you are in a same-sex relationship, it might help to seek care from health 
professionals who are sensitive to your situation, respect your privacy and encourage 
your partner to be involved in your treatment and care. Some couples also find it 
helpful to talk to a counsellor or join a same-sex support group.  [BCNA 20] 
 
Lesbians are encouraged to seek out ‘understanding’ health care professionals, but no 
suggestions are given on how they might be able to identify or avoid heterosexist health care 
professionals. Once again, the organisation is positioned as ‘inclusive’ by recognising 
problems lesbians may face, but the onus is placed on lesbians to solve them. This places 
responsibility for heterosexism in health care on lesbian patients and partners, not on health 
care professionals.  
The theme ‘boys do cry’ consists of visual and lexical choices which constructed men 
in very particular ways – as partners of women with breast cancer, as traditionally masculine, 
and as needing help while supporting their female partners through the illness. The 
organisations are positioned, through the way information is presented, as understanding and 
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sympathetic to the difficulties that men face. Through text and photographs, women are 
positioned as heterosexual and coupled. This is emphasised by the absence of visual material, 
resources, or information for single women or lesbians. The one instance of ‘inclusivity’ 
positions the relevant organisation as practising ‘diversity’ and cultural competence, yet has 
the effect of reinforcing the heteronormative focus of breast cancer care and support. The 
attention that is given to male partners, compared to female partners, therefore highlights 
continuing social disparities within the presentation of breast cancer information and support. 
‘Being breast aware’ 
The discourse of ‘diversity’ circulates across the websites, and consists of visual and textual 
elements which position the organisations as ‘inclusive’ of women from various 
backgrounds. The language of ‘diversity’ has become ubiquitous in Western society and is 
often expressed as ‘… collages of smiling faces of different colours’ (Ahmed, 2012: 51-52). 
‘Diversity’ has become entrenched as a ‘good thing’ or as a promise that organisations are 
‘doing “good”’ (Ahmed, 2012: 71). This is similarly reflected by the currency of ‘cultural 
competence’ within health care practice, which emphasises cultural diversity (Betancourt, 
2004; Flaskerud, 2007). We show how this discourse was perpetuated through information 
around ‘being breast aware’. By being seen to provide information on breast cancer risk 
alongside photographs of women from ‘culturally diverse’ and Indigenous backgrounds, the 
organisations appeared to consider and address these women’s needs. However, the discourse 
of ‘diversity’ involved glossing over social disparities, as well as silencing other issues that 
women might face in negotiating their illness within Western medical and social settings. 
‘Diversity language’, for example, was employed in one organisation’s mission statement:   
Extract 5.  Our principles [. . .] Acknowledge difference – We recognise that every 
woman’s experience of cancer is different and must be seen in the broader context of 
their lives.  [BreaCan 17] 
 
Extract 6.  [. . .] to investigate the use of information and support services by 
culturally and linguistically diverse (CALD) women and pilot some potentially useful 
strategies to encourage CALD women to access such services [. . .] to develop a 
profile of relevant cultural and demographic information on which to develop 
strategies for support. To identify barriers for women [. . .] from CALD backgrounds 
in accessing support and information. To extend the access of women to existing 
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support options and to create new ways for CALD women to connect with each other.  
[BreaCan 7] 
 
Through the language in Extract 5, this organisation positioned itself as aware of 
‘difference’, and as taking this into account through its mission statement. This was further 
exemplified in Extract 6, which constructed the organisation as actively assessing ‘barriers’ 
in women’s access to support and information. These illustrate some of the ways in which 
organisations can position themselves as culturally competent. Such statements were visually 
reinforced, as in Figure 6.   
 
Figure 6. BreaCan 3. 
 
This photograph of an ethnically mixed group was placed alongside information about 
‘initiatives and projects’ described as being ‘accessible and relevant to women from all walks 
of life’. This particular website projected a stronger message of ‘inclusivity’, for instance by 
providing information about the service in Italian, Greek, Spanish, Vietnamese, Arabic and 
Chinese (BreaCan 1), the most commonly spoken non-English languages in Australia. 
The organisations were further portrayed as supporting ‘diversity’ by providing   
information about ‘being breast aware’. Breast cancer screening and cancer survival rates of 
Indigenous women (Roder et al., 2012) and ‘culturally diverse’ women (Kwok et al., 2012) 
are lower than those of other Australian women. The organisations were constructed as 
responding to this issue, through pages directly intended for Indigenous or ‘culturally 
diverse’ women.  
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Extract 7. Shame, fear and the belief that nothing you can do will make a difference, 
are some reasons why Indigenous people avoid cancer screening [. . .] In addition, 
people living in remote areas may receive a late diagnosis due to lack of education 
and access to medical support. [BCCWA 20] 
 
In Extract 7, Indigenous women living in rural/remote areas were positioned as most 
at risk of receiving a late diagnosis and having reduced chances of survival. Indigenous 
women’s cultural beliefs, lack of education, and poor access to medical resources were 
constructed as some of the barriers to breast screening, in keeping with the practice of 
cultural competence. In contrast, the information presented on ‘Being breast aware’ 
(BCCWA 18-19) on non-Indigenous specific pages did not include reference to lack of 
education or misleading beliefs. In Extract 7, the information was entirely focused on the 
message of ‘breast awareness’ to encourage early detection amongst well women. Another 
example is the CA resource, ‘I acted early, I survived’, which was presented in English and 
translated into Arabic, Chinese, Greek, Italian, and Vietnamese. 
    
Figure 7. CA 21.         Figure 8. CA 7. 
Extract 8. Depending on a woman’s cultural background she may believe breast 
cancer is contagious, that talking about the disease will bring it on, that it is associated 
with a ying [sic] and yang imbalance or perhaps that the development of breast cancer 
reflects a form of punishment from a past behaviour. A range of resources have [sic] 
been produced to inform women from culturally and linguistically diverse 
backgrounds about breast cancer symptoms, the importance of early detection, and to 
assist women diagnosed with breast cancer in making decisions about their treatment 
and support.  [CA 21] 
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 Figure 7 and Extract 8 again position breast cancer organisations as practising cultural 
competence, by seemingly recognising and meeting the needs of women from various 
cultural backgrounds (Betancourt et al., 2003). However, the choice of language in Extract 8 
constructs non-Western women as uniquely ignorant, and as holding beliefs about breast 
cancer that require correction. This positions the organisations as presenting authoritative and 
correct (Western) knowledge about breast surveillance, obscuring any positive or supportive 
aspects of non-Western cultural practices, and simultaneously glossing over the more difficult 
subject of what actually causes cancer. It is questionable whether this information would be 
read as supportive by women from ‘culturally diverse’ or Indigenous backgrounds and, 
instead, could have ‘othering’ effects.  
This analysis illustrates the strong focus within the pink ribbon culture on the 
experiences of white, heterosexual, middle-class women. On the websites, women who 
appeared recognisably ‘culturally diverse’ or Indigenous were visually represented to a much 
lesser degree than Caucasian women. Of the 33 photographs analysed, only three contained 
women who appeared to be ‘culturally diverse’ (BreaCan 3, CA 16, CA 21) and five – all in 
special ‘Indigenous’ sections – featured recognisably Indigenous women (CA 18, BCCWA 
22). Information directed towards Indigenous women was also signified, specifically on CA 
webpages, through the use of colour and images found nowhere else (e.g., CA 6-7, CA 18-19 
– see Figure 8), highlighting these women’s ‘otherness’.  
It was notable that the information provided to ‘culturally diverse’ and Indigenous 
women focused solely on ‘early detection’, a message which was not emphasised anywhere 
else. Although breast screening is an important and central message in the pink ribbon 
culture, this suggests an assumption that these two groups of women are particularly in need 
of education. At the same time, it ignores other issues that women from minority groups 
might face. For example, Indigenous women face the greatest socioeconomic disadvantages 
and the poorest health in the Australian population (Heathcote and Armstrong, 2007), while 
‘culturally diverse’ women too have been identified as experiencing poorer health than the 
general population (Henderson et al., 2011). Such factors would certainly shape women’s 
everyday experiences of breast cancer. Further, the myriad factors – including the effects of 
migration, differences in language, and absence of social support – that can affect ‘culturally 
diverse’ people’s health were not addressed on the websites. Lastly, it is questionable 
whether this online information reaches women from ‘culturally diverse’ or Indigenous 
backgrounds, especially considering the continued disparities in Internet use in Australia 
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(ABS, 2014). This could serve to reproduce sociocultural disparities in the provision of breast 
cancer information and support. 
Conclusion 
In conducting an MCDA of Australian breast cancer websites, we aimed to provide a fine-
grained analysis of how women from various backgrounds were constructed and addressed 
through the visual and lexical choices that were made in the presentation of information and 
support services. However, we recognise that the organisations we chose to analyse play a 
vital role in providing support and information to women across Australia. We did not aim to 
discredit the work of breast cancer organisations in implementing culturally competent 
information and support services for women with breast cancer. Instead, we were interested 
in highlighting how the practice of ‘cultural competence’ has the danger of glossing over 
continuing biases, assumptions, and gaps that construct information and service provision in 
health websites. 
As we illustrated, many visual and discursive elements of the websites constructed a 
discourse of ‘diversity’. This discourse enabled the positioning of breast cancer organisations 
as being ‘inclusive’ of women from ‘diverse’ backgrounds, by practising cultural 
competence. However, the very terms ‘inclusivity’ and ‘diversity’ are not neutral – they 
imply a dominant group (of white, heterosexual, middle-class women) into which ‘other’ 
groups can be absorbed (Ahmed, 2012). Similar criticisms have been laid against the field of 
cultural competence (Hester, 2012). This discourse further obscured the systemic inequalities 
and norms that still shape the construction of breast cancer services.  
A strong emphasis was placed, throughout the websites, on women in heterosexual 
partnerships, and concerted efforts were made to provide support to women’s male partners. 
Within the discursive theme ‘boys do cry’, men were positioned as traditionally masculine 
and constructed as needing special help in acknowledging and dealing with emotions. 
Although this provision of support and information to men could be helpful to many, 
positioning, and focusing on, men in this way can reinforce gender and sexuality norms, as 
well as maintain a focus on heterosexual, coupled women.  
The information directed towards men (as partners) further emphasised the silence 
surrounding lesbians’ experiences. Indeed, very little specific information was offered to 
lesbians and their partners. The marginalisation of lesbians occurred both textually and 
through the absence of any visual signifiers. In the one instance where information was 
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provided to lesbians, broader structural problems – such as heterosexism within health care – 
were constructed as an issue for individual women to navigate, rather than a failure on the 
part of health care providers. There is some research into the problems that lesbians can face, 
such as lesbians’ difficulty in disclosing their sexuality to health care professionals (Boehmer 
and Case, 2004) and experiencing heterosexism in healthcare settings (Eliason and Schope, 
2001; Mathews et al., 2002; Rubin and Tanenbaum, 2011). Our findings support the view that 
these difficulties are embedded in cultural discourses, and that change will require a process 
of resistance and consciousness-raising. Further, information directed towards (male and 
female) partners should be more evenly presented, while still addressing unique issues that 
can arise for same-sex and heterosexual couples. 
The influences of the pink ribbon culture become most evident when considering the 
marginal engagement with issues that women who are not white, heterosexual, or middle-
class might experience. These can include problems arising from the socioeconomic, cultural, 
and linguistic barriers that can shape and constrain ‘culturally diverse’ and Indigenous 
women’s experiences of breast cancer (Brooks, 2010; Gurm et al., 2008; Howard et al., 
2007). When ‘culturally diverse’ and Indigenous women were addressed on the websites, it 
was consistently in relation to promoting ‘breast awareness’ by correcting misguided non-
Western cultural beliefs. 
There was a lack of information about the particular experiences of Indigenous or 
‘culturally diverse’ women with breast cancer. This again placed the onus on individual 
‘culturally diverse’ women and Indigenous women to locate support services and information 
for themselves. Similar to suggestions made by Friedman and Hoffman-Goetz (2007), we 
recommend that breast cancer information and resources for Indigenous and ‘culturally 
diverse’ women need to cover a range of topics in an accessible way, that is respectful of 
women’s varied cultural and religious beliefs and social contexts, in order to practise cultural 
competence in a way that does not ‘other’ or homogenise women from minority groups. 
This analysis uses information and support websites for women with breast cancer, to 
illustrate how women in minority groups are marginalised, in light of current models of 
cultural competence practice. It would be useful, however, to further this research by 
exploring responses to such websites from the women themselves, to explore the extent to 
which these representations affect women who identify with minority groups. Future research 
could also explore current socioeconomic barriers to Internet access, and address to what 
extent online breast cancer information is accessible to women from various minority groups. 
 We have drawn our argument from an analysis of Australian breast cancer websites; 
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nevertheless, these points illustrate broader patterns in the pink ribbon culture. The discourse 
of ‘diversity’ was deployed in ways that entrenched differences between the mainstream 
group and women from a few minority groups. The way in which lesbians, ‘culturally 
diverse’ women, and Indigenous women were provided less attention on the websites 
appeared to mirror the predominant focus on white, heterosexual, middle-class women, as 
observed in other social critiques of the pink ribbon culture. If such omissions are not 
addressed, they could further disadvantage women with breast cancer who happen to occupy 
‘diverse’ linguistic, social, and cultural positions within Western society. 
The way in which cultural competence rhetoric now shapes conceptualisations and 
practice in health care highlights the growing need to ensure that health care services are 
accessible to, and respectful of, all people. However, the practice of cultural competence, in 
the context of multiple minority groups, can be difficult and can easily slip into the reification 
of cultural differences and serve to ‘other’ people who do not fit the dominant norm. Any 
attempts at practising cultural competence while avoiding heteronormative or cultural biases, 
therefore, require a great deal of thought and planning, in order to present cancer information 
and resources in ways that can be accessible to women from a range of backgrounds.  
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i
 We use the term ‘lesbian’ throughout to refer to single same-sex attracted women and/ or 
women in same-sex partnerships. 
 
ii
 We have placed the terms ‘culturally and linguistically diverse’ or ‘CALD’ in parenthesis, to 
note that we do not view these terms uncritically; rather, we recognise that labelling all 
women who are not white, heterosexual and/or middle-class as ‘diverse’ implicitly positions 
white, heterosexual, middle-class women as the dominant, acultural group. However, the 
term ‘culturally and linguistically diverse’ is the current term used in Australia, and on the 
websites, to denote people from non-Anglo Saxon or non-English-speaking backgrounds and 
is used for ease of communication. 
 
iii
 Some web pages spanned more than one screenshot. 
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Chapter Six 
Australian Women’s Health and Risk Talk in Relation to 
their Experiences of Breast Cancer 
 
 
The first study of this thesis, as presented in chapters four and five, provided a multimodal 
critical discourse analysis of how breast cancer is socially constructed, which was 
exemplified through the websites of Australian breast cancer organisations. In line with the 
review of the pink ribbon culture that was presented in chapter three, these websites 
perpetuate neoliberal ideals, particularly through the discourse of ‘individual responsibility 
and empowerment’. Through this discourse, women with breast cancer are positioned as 
empowered, self-determining, and self-monitoring in the role they play in detecting breast 
cancer and dealing with it post-diagnosis. As illustrated in chapter four, there was a strong 
message across the websites that women can ‘live well’ with breast cancer, by engaging in 
various self-care practices. Although the benefits of this message were clear, it started to raise 
questions about what might be the limitations or drawbacks of this focus on individual 
responsibility, and how women might negotiate such neoliberal messages regarding health 
and illness. 
 In the second study, my focus therefore shifted to exploring how breast cancer is 
discursively constructed and negotiated by women within their own accounts of the illness. 
Although the neoliberalism of the pink ribbon culture had been identified on a structural 
level, through the literature review and the first study, it seemed equally important to 
understand how social constructions of breast cancer are drawn upon, negotiated, or resisted 
by women in their talk. As explained in chapter two, this study involved interviewing 27 
women across Australia who identified as either lesbian (or in a same-sex partnership), as 
‘culturally and linguistically diverse’, or as living in a rural/regional area.  
Writing this introductory section after completing the studies, in retrospect I realise 
that it would have been potentially valuable to ask the participants specifically about their use 
of, and interpretation of, cancer-related websites. However, at the time of designing the 
interviews I was primarily interested in how these women experienced breast cancer and how 
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they discursively negotiated meanings attached to breast cancer, rather than in their use of 
online materials. 
Chapter six therefore presents a thematic discourse analysis of these women’s 
accounts of dealing with breast cancer. Similar to study one, the discourse of ‘individual 
responsibility and empowerment’ was identified across the participants’ stories and therefore 
formed the analytic focus of this chapter. This chapter illustrates the different ways in which 
women ‘account’ for their diagnosis of breast cancer and the role they have played in relation 
to their health. A breast cancer diagnosis can challenge a woman’s identity as ‘always 
healthy’ or as being ‘in control’ of her health, and therefore may require her to engage in 
some degree of identity repair work. Hence, the focus of this analysis is on the participants’ 
engagement in ‘health talk’ and ‘risk talk’, and how these types of talk helped to accomplish, 
or restore, socially acceptable identities as ‘healthy’ and ‘in control’ in relation to having 
breast cancer. These women’s efforts to position themselves as empowered, responsible, and 
self-monitoring consumers of health can be read in light of the surrounding context, in which 
neoliberal understandings of health and illness are favoured. This analysis therefore illustrates 
how prevailing meanings attached to breast cancer (as well as health and illness in general) 
are not only socially constructed, but are also reconstructed, reinforced, and occasionally 
resisted within women’s own talk. This chapter is presented in the form of a paper that is 
currently under review in the journal of Health, Risk, and Society: 
 
Gibson, A., Lee, C., & Crabbb, S. (under review). ‘Take ownership of your condition’: 
Australian women’s health and risk talk in relation to their experiences of breast 
cancer. Health, Risk, & Society. Submitted 21st August 2014. 
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‘Take Ownership of your Condition’: Australian Women’s Health and 
Risk Talk in Relation to their Experiences of Breast Cancer 
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2
Discipline of Public Health, University of Adelaide, Adelaide, Australia 
 
Western understandings of breast cancer are shaped both by neoliberal, individual-oriented 
approaches to health and illness and by ‘consumer-led’ health movements. In this ‘healthist’ 
context, diagnosis of breast cancer typically marks a crisis in women’s lives, which may 
prompt them to account for the development of the illness and reposition themselves as self-
governing individuals who have control over their health and can manage future ‘risks’. We 
present a thematic discourse analysis of interviews with 27 women across Australia who have 
had breast cancer. We identified a cultural discourse of ‘individual responsibility and 
empowerment’ to which women attended in ‘accounting’ for their illness, by engaging in 
‘health talk’ and ‘risk talk’. While many women emphasised the shock of the diagnosis in 
light of having been ‘always healthy’, others expressed the inevitability of ‘risk’ on the basis 
of individual behaviours or genetic history. Women positioned themselves positively as 
empowered consumers, as self-governing, and as taking responsibility in dealing with the 
illness and remaining vigilant for recurrence. We discuss how this neoliberal approach can be 
empowering, but has the effect of positioning women as solely responsible for managing their 
health, as well as encouraging and sustaining a culture of surveillance over women’s bodies. 
 
Keywords: health, risk, breast cancer, self-governance, thematic discourse analysis 
 
Introduction: healthist society 
As the ideology of ‘healthism’ has come to shape Western approaches to health and illness, 
so there has been an ever-increasing insistence that individuals are simultaneously 
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empowered and responsible in managing their health (Crawford, 1980; Moore, 2010; Rose, 
2007). Hence, ‘the pursuit of good health... is considered both an obligation and a right’ 
within neoliberal Western society (Petersen & Lupton, 1996, p. 64). Significant theoretical 
work from a Foucauldian perspective (e.g., Petersen & Bunton, 1997; Rose, 2007) has 
discussed how dominant medical and social discourses of what it means to be a ‘healthy 
citizen’ or a ‘health consumer’ serve to subjectify the individual (Bryson & Stacey, 2013; 
Moore, 2010; Rose, 2007), defining how individuals can and should act to ‘achieve’ health 
(Nettleton, 1997) and avert ‘risk’ (Petersen, 1997; Petersen & Lupton, 1996; Rose, 2007). 
People also actively recreate or participate in these discourses by taking up or resisting norms 
through ‘practices of the self’, which are made available within a particular socio-cultural 
context (Foucault, 1987, p. 1). In this paper, we focus on women’s experiences of breast 
cancer, considering how women’s accounts are shaped by the social and discursive context 
surrounding them and how women actively negotiate current understandings of breast cancer 
to make sense of their illness. 
Self-governance as responsibility or empowerment? 
The ideology of healthism incorporates the concept of self-governance, casting individuals as 
responsible for monitoring their own bodies and health (Crawford, 1980). Historically, 
individual responsibility for health has been promoted through the women’s health 
movement, the rise of complementary and alternative medicine (CAM), and the self-help 
movement, which all emerged during the 1970s and 1980s (Broom & Tovey, 2008; 
Crawford, 1980; Moore, 2010). These movements valorise individuals and their ability to 
take control of their health, particularly through self-care practices (e.g., diet, exercise, 
CAM). In general, this focus on the individual has signalled a growing discontent with the 
controlling force of medical expertise and, particularly for women, it heralded a rejection of 
traditional, patriarchal power relations between patients and medical professionals.  
More recently, in the context of a broader neoliberal approach to health, these 
movements have shifted away from a resistance of patriarchal governmental and medical 
control and re-positioned people as ‘experts’ about their own bodies, who are self-aware and, 
therefore, can make ‘informed’ decisions regarding their health (Bell, 2010; Broom & Tovey, 
2008). As a result, people have been repositioned from ‘patients’ to ‘consumers’ of health 
care, with access to medical knowledge through channels such as the Internet (Nettleton, 
2013; Rose, 2007). This approach can have positive and empowering effects for women, as 
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has been shown, for example, in the accounts of women who have engaged in self-care 
practices to take control of their health (Broom, Meurk, Adams & Sibbritt, 2012).  
 However, the very notion of taking ‘control’ and managing ‘risk’ in relation to one’s 
health echoes neoliberal values of individualism and self-determination (Petersen, 1997; 
Rose, 2007). Freedom and self-determination thus require constant self-surveillance. 
Practices of self-governance have become a central concern within the ‘new public health’ of 
neoliberal Western society, with its focuses on individual responsibility and health promotion 
(Nettleton, 2013, p. 230). This has resulted in the construction of health as a commodity that 
can be obtained through the adoption of ‘healthy behaviours’ and the eschewal of ‘risky’ ones 
(Nettleton, 1997, 2013). Further, as Greco (1993) commented, ‘if the regulation of lifestyle, 
the modification of risky behaviour and the transformation of unhealthy attitudes prove 
impossible through sheer strength of will, this constitutes, at least in part, a failure of the self 
to take care of itself’ (p. 361). This, therefore, places a degree of accountability on 
individuals to demonstrate their ability to maintain health or otherwise account for their ill-
health, implicitly introducing a moral dimension to bodily health.  
 In relation to breast cancer, we argue that it is necessary to understand both how 
women’s subjectivity might be shaped by dominant constructions of health and cancer, and 
how women play an active role in resisting or reproducing these constructions. Therefore, in 
this paper, we take a discursive approach to analyse women’s experiences of breast cancer, in 
terms of how they ‘account’ for the development of breast cancer and for their role in 
managing the illness. As we illustrate, it requires work on their part to present themselves as 
‘empowered’, ‘good health consumers’ who have control of cancer. Further, this analysis 
shows how neoliberal, gendered assumptions about health can be reinstated and, at times, 
resisted through women’s own accounts. 
Method 
We used semi-structured telephone interviews to explore and understand the experiences of 
women who came from one of three minority backgrounds: lesbian, women from ‘culturally 
and linguistically diverse
i’ backgrounds, or women living in rural Australia. As we have 
discussed elsewhere (Gibson, Lee & Crabb, in press), these women tend to be overlooked 
within mainstream breast cancer services and can face particular difficulties in relation to the 
social, geographical, and economic positions that they occupy. We recruited participants 
through multicultural organisations; radio, print, and online advertisements; community 
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groups; breast cancer organisations; health centres; and word of mouth. We obtained ethical 
clearance from the School of Psychology Ethics Committee at the University of Queensland, 
and from Breast Cancer Network Australia (BCNA) to recruit through their Review and 
Survey Group. 
Twenty seven women participated. Four identified as lesbian
ii
, 10 as ‘CALD’, and 15 
lived in rural areas. The women ranged between 29 and 72 years old (average age 55). All 
women spoke English; 17 were born in Australia and ten in other countries (China, Germany, 
Indonesia, Malta, New Zealand, Peru, South Africa, Spain, Turkey, UK). Six women 
practised a religion. Four women were single, eight were in de facto relationships (with 
female or male partners), and 15 were in heterosexual marriages. Fifteen women were in paid 
employment, three were students, and nine were retired. Five women had finished high 
school or less and 22 women had completed tertiary education.  
Telephone interviews were conducted by AG and lasted between 33 minutes and 1 
hour 27 minutes. Each started with a broad question: ‘Please can you tell me about your 
experience of having breast cancer, and please feel free to talk about anything that you think 
has been important about your experience’. Whilst AG had several semi-structured questions, 
each interview was guided by the participant’s story and what she identified as important. As 
the interviews were conducted over the telephone, the participants were not aware of the 
usual visual demographic markers that shape face-to-face interactions. Very often, however, 
the participants oriented to AG as an ‘expert’, for example, by calling her a ‘psychologist’ or 
by assuming that she had technical expertise relating to cancer. This position of AG as an 
‘expert’ could have been shaped by the broader context, in that psychology now holds a great 
deal of social power and plays a significant role in determining what it means to be a ‘good’ 
person or to have ‘good’ health (Nettleton, 1997). Further, this perception of the interviewer 
as an ‘expert’ who might be assessing their psychological wellbeing could have prompted an 
assumption that participants should ‘account’ for their illness. 
We conducted this research within a feminist post-structuralist framework (Weedon, 
1987), which combines elements of both feminist and post-structuralist theory to understand 
how knowledge, subjectivity, and experience are constructed through language and, 
specifically, discourse. It involves analysing the construction of meaning through language 
and context, as well as exploring women’s agentic role in the (re)production of discourses 
that shape a particular subject (e.g., breast cancer). 
Interviews were recorded and transcribed verbatim by AG
iii
 and read repeatedly. She 
then coded the data by searching for recurring patterns of talk both within and across the 
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interviews. Using an Excel spreadsheet, AG then clustered extracts of text under relevant 
codes and refined the coding to improve coherence within, and distinctiveness between, 
codes. This involved an iterative process of re-coding and refining until the codes formed 
broader themes. All data and interpretations were discussed with CL and SC to clarify and 
confirm the preliminary analysis. 
We used thematic discourse analysis to analyse the interviews (Clarke, 2005; Peel, 
Parry, Douglas & Lawton, 2005). This method involves identifying ‘discursive themes’, 
patterns that occur within talk, and examining these in terms of their ‘rhetorical design’ and 
‘ideological implications’ (Clarke, 2005, p. 8). With this method, talk is viewed as an action 
in and of itself, during which speakers can achieve certain things, for example, to construct an 
identity
iv
 or to account for an action, event, or experience. Discursive themes are understood 
as being shaped and constrained, through broader discourses, by what is considered ‘sayable’ 
within a certain social context. In addition, thematic discourse analysis involves analysing 
how speakers take up, resist, or reconstruct various identity positions, made available through 
discursive themes, while constructing and ‘repairing’ their identities so as to be viewed in a 
positive light (Clarke, 2005; Peel et al., 2005). We focus here on the discourse of ‘individual 
responsibility and empowerment’ and instances when the participants attended to this 
discourse – either drawing on it or resisting it – while positioning themselves as being 
responsible and in control of their health and illness. 
Results and discussion: health and risk talk about breast cancer 
This analysis focuses on two areas: firstly, how the women accounted for their cancer 
diagnosis and, secondly, how they practised responsibility and took control of cancer and 
their health in general, in light of the ‘risk’ that cancer posed to their health. While discussing 
their experiences, the participants engaged in two types of talk: ‘health talk’ and ‘risk talk’. 
These types of talk can be understood as socially recognisable ways of speaking that women 
could draw on in talking about breast cancer and their position in relation to it. By engaging 
in health and risk talk, these women could construct positive identities as responsible, 
empowered, self-monitoring health consumers. Nevertheless, both types of talk 
simultaneously constrained their subjectivity by placing the responsibility for health and 
illness on them as individuals. They were thus required to engage in accounting work, to 
explain or justify their own actions in the context of a diagnosis or history of cancer (Peel et 
al., 2005).  
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Accounting for the cancer diagnosis 
Although the participants were asked to speak broadly about their experiences, all began with 
accounts of how they came to be diagnosed with breast cancer, their role in finding it, and 
their response to the diagnosis. As we discuss in this section, several women engaged in 
‘health talk’ and drew on the discursive theme of having been ‘always healthy’. These 
women positioned themselves positively as living healthy lives, being ‘breast aware’, and 
playing an active role in detecting their breast cancer. They recounted having been let down 
by medical professionals or by diagnostic techniques, and, as a consequence, having actively 
taken on the responsibility of ensuring a diagnosis. In contrast, women who positioned 
themselves as being ‘at risk’ appeared to engage in substantially more accounting work, to 
explain what caused their cancer, often attributing it to external factors such as stress or 
genetics, while seeming to resist being positioned as responsible for developing cancer. Both 
discursive themes served to construct the speaker as playing a central role in the detection 
and diagnosis of her illness and required her to account, to varying degrees, for this role. 
Always healthy 
The moral injunction to lead a healthy life has become ingrained within Western society; 
health is now constructed as a commodity that people can attain if they work hard enough 
through virtuous self-governance and ‘practices of the self’ such as diet, exercise and using 
CAM (Broom & Tovey, 2008; Nettleton, 1997). These ‘disciplinary practices’ are freely 
taken up by individuals, through the encouragement of ‘experts’, as a way of taking 
responsibility and control over health and preventing health risks, such as cancer (Bell, 2010). 
In the following extracts, participants position themselves as having always been healthy and 
as actively engaging in such disciplinary practices. This positioning serves both to emphasise 
their shock at developing breast cancer and to allow them to construct themselves in a 
positive light because they take responsibility for their health. 
Extract 1: 
I was you know generally pretty healthy and I didn’t really have anything major at all before I 
got sick [. . .] that [diagnosis] was a total shock I mean you know I sort of felt, ‘Why me?’ 
Everyone goes through these things but I sort of thought, ‘Well I’m healthy I do all the right – 
or well I try and do all the right things and whatever and why is this happening to me?’ You 
sort of fall into a sort of sense of dis-reality... (Nisa, ‘CALD’) 
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Extract 2: 
I s’pose from an emotional point of view (.) um it was a- as with anyone who’s diagnosed 
with any kind of cancer I’m sure is that it’s (.) first an immediate panic attack and shock and, 
‘Why me?’ And particularly my case I think I felt semi-protected (.) uh although – and I’ll go 
into it in a minute – although my mother had had breast cancer but I felt semi-protected 
because I’d (.) had always lived um what I thought was a fairly healthy lifestyle um we (.) 
live on a ru- a bush block we organically grow all our own vegetables um (.) I had done yoga 
on and off for years and I do bush walking (.) and um I don’t have (.) any stress uh (.) really 
in my life... (Ella, ‘CALD’).  
In Western society, people often refer to ‘lifestyle’ factors such as diet, exercise, and stress to 
explain cancer (Bell, 2010; Manderson, Markovic & Quinn, 2005). In the above extracts, 
both women position themselves as having actively chosen healthy lifestyles, and emphasise 
that this is why they were shocked to be diagnosed with cancer. They both explain this 
‘shock’ on the basis that they were ‘semi-protected’ (Ella), by doing ‘all the right things’ 
(Nisa). Notably, Ella mentions her mother’s history of breast cancer, which could position her 
as being ‘at risk’, but accounts for feeling ‘semi-protected’ by listing her organic diet, regular 
exercise, and low stress. Despite its explanatory power, ‘expert’ knowledge regarding 
‘healthy’ food and behaviour continually changes and is often contradictory (Nettleton, 1997, 
2013). Nisa constructs this knowledge as sometimes difficult to follow (‘I try’), while Ella 
constructs it as open to interpretation (‘what I thought’). In this way, both women position 
themselves positively, as trying to follow advice and take responsibility, while avoiding being 
criticised for potentially doing the ‘wrong’ things by referring to ambiguity about ‘all the 
right things’. 
 Throughout the women’s talk, cancer was constructed as a risk to their health that 
needed to be managed. Many women positioned themselves specifically as ‘breast aware’, as 
playing a role in detecting cancer, and therefore proactive regarding their health. Several used 
this to highlight their feelings of disillusionment when they were diagnosed with cancer, as if 
screening could somehow prevent cancer. 
Extract 3: 
...I have friends who (.) um one hundred per cent into the alternative and won’t just don’t 
believe in breast screening at all and and and I think (.) well I used to think, ‘Well that’s just 
insane you know that is mad you should be having mammographies’ um now if I (.) had gone 
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along that trail and then I was detected with the four tumours I’d think, ‘Well fair enough you 
know that was your choice you didn’t wanna have the screening’ but obviously I had it and it 
wasn’t detected anyway... (Alice, Rural) 
A central theme in Alice’s story was her sense of disillusionment and anger over several 
instances when she felt let down by the medical profession, with particular reference to her 
delayed diagnosis. In this extract, Alice positions herself as being a ‘good patient’ by having 
regular mammograms, in contrast to her friends who are ‘into the alternative.’ Here, she 
constructs breast screening as a ‘choice’ that women can make regarding their health and one 
that has consequences if it is rejected (e.g., late diagnosis). Alice emphasises her 
disillusionment with screening when she positions herself as having ‘had [a mammogram] 
and it wasn’t detected anyway’. This positioning echoes the wider public health message 
about breast screening, which constructs women as ‘empowered’ but ultimately as 
responsible for detecting cancer early (Gibson, Lee & Crabb, 2014) – a message that is also 
(mistakenly) conflated with primary prevention (Fosket, 2010). This extract illustrates how 
screening can be constructed as a way of managing the risk of breast cancer, yet when 
women are diagnosed with cancer anyway, their sense of control regarding their health is 
challenged. This requires identity repair, to position themselves as responsible for their 
health, while assigning blame to the limitations of screening technology. As is shown in the 
next extract, other women also positioned medical professionals as to blame for delayed 
diagnosis. 
Extract 4: 
...it was (.) a huge shock of course I’d had a (.) mammogram two years earlier just (.) because 
I thought I was getting towards the age when one should and (1) unknown to me at the time 
the (1) specialist who analysed it recommended re-examination in twelve months because he 
said there was an area that would bear watching. I wasn’t given this information at the time 
and I found it out by accident at nearly two years later so I went straight back to my GP and I 
said I want another mammogram now and as a result of that it was diagnosed so you know (.) 
it could have been diagnosed earlier... (Isobel, Rural) 
Like Alice, Isobel describes herself as virtuously following recommendations regarding the 
‘right age’ for mammography. She also positions herself as a ‘health consumer’, with a right 
to information (which she describes not receiving). As a ‘good’ health consumer, Isobel 
describes herself as immediately requesting another mammogram. Her active involvement 
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contrasts with her description of the lack of communication from medical professionals, to 
which she attributes her delayed diagnosis. Taking up the position of responsibility for one’s 
health is not necessarily an inevitable result of a neoliberal context; rather, some women 
construct this as a position that they were required to adopt in response to the limitations of 
medicine. This resonates with the turn away from unquestioned medical authority to 
individual empowerment, within both the women’s health movement and CAM (Broom & 
Tovey, 2008; Moore, 2010). 
In contrast, a few women did not describe themselves as being ‘breast aware’ or 
engaging in regular screening. This could potentially challenge the discourse of ‘individual 
responsibility and empowerment’ and dominant public health messages that encourage 
regular mammography (Gibson et al., 2014; Nettleton, 2013). However, in engaging in repair 
work, as illustrated below, speakers ultimately reproduced notions of individual responsibility 
for health. 
Extract 5: 
I have um (.) an ex-neighbour f- well she’s she’s a (.) an old friend and (.) she calls herself a 
breast cancer survivor [. . .] and I admire her because (.) she went and had (.) the 
mammogram after she lost (.) a close girlfriend so she had (.) a pin prick of a (.) cancer you 
know just this (.) it was hardly detectable and (.) she had that removed and then had (.) some 
medication but she calls herself a survivor like and that irritates me. [. . .] I’m probably 
jealous (.) because she advised me to have a mammogram all those years ago and I didn’t (.) 
and I feel foolish because (.) if I had’ve (.) maybe I wouldn’t be in this situation that I’m in. [. 
. .] I thought I’d be right (.) but (.) little did I know (.) so I feel responsible in a way (.) so 
therefore I don’t feel sorry for myself because I think, ‘I could have perhaps prevented this (.) 
by having that mammogram’. [. . .] I could have been like my girlfriend who’s a survivor (.) 
and got the little bit out and (.) not had another worry.  (Sally, Rural) 
Here, Sally describes her friend as exemplifying how health consumers are directed to 
behave: attend screening, detect breast cancer early, follow a treatment regimen, and exit as a 
‘survivor’ (Gibson et al., 2014; Sulik, 2011). Sally describes having ignored her friend’s 
advice and example. However, she does not construct this as coming from a position of 
power or resistance; instead, she positions herself as ‘foolish’ and, therefore, ‘responsible’ for 
having been diagnosed later and consequently being unable to label herself a ‘survivor’. Sally 
thus positions herself as individually responsible for early detection, apparently unable or 
unwilling to challenge the notion of personal responsibility for cancer.  
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‘At risk’ 
By contrast, several other women narrated their diagnosis as inevitable in light of being ‘at 
risk’ for breast cancer. This construction of risk emphasises women’s responsibility in 
managing their own likelihood of being diagnosed, and also illustrates the centrality of the 
concept of risk detection and management within the ‘new public health’ (Bell, 2013; Fosket, 
2010; Lupton, 1997). With particular relevance here, Moore (2010) has argued that the 
‘project of body monitoring’ and practices of self-governance that make up current notions of 
‘healthy citizenship’ reproduce and reinforce traditional notions of femininity with regard to 
the regulation of women’s bodies (p. 96). To be a woman is to be self-aware and self-
managing. As Extract 6 shows, women who positioned themselves as being ‘at risk’ were 
therefore required to account for the causes leading to their diagnosis, in order to avoid being 
negatively positioned as being at fault. 
Extract 6: 
...my mother (.) my father’s mother (.) a couple of first cousins on my dad’s side (yeah) and 
(.) a few (.) second cousins on my mother’s side have all (.) passed away with breast cancer. 
I’ve um (.) I was diagnosed with breast cancer about (.) three years ago? Um (.) I think (.) a 
lot of people growing up said to me I look like my mother and that I had her (.) characteristics 
and traits and so I just figured it was (.) it was just a (.) fait accompli that I would one day end 
up with it. (Cathy, ‘CALD’) 
Cancer is often constructed as preventable through modifiable factors such as diet and 
exercise (Fosket, 2010), but a family history – clearly outside individual control – is 
considered an acceptable reason that negates an individual’s responsibility for developing 
cancer. In extract 6, Cathy lists numerous female relatives who have died of breast cancer and 
draws on ‘traits’ shared with her mother, to justify her diagnosis as a ‘fait accompli’. This 
sense of resignation mirrors other participants’ responses, for example, ‘I wasn’t particularly 
surprised’ (Sylvia, Rural) and ‘unconsciously I’d been waiting’ (Trish, Rural). Cathy narrates 
her family history in a straightforward way without engaging in repair work, even though 
constructing cancer as inevitable could be refuted in a society that promotes individual 
control (e.g., through prophylactic mastectomy). In contrast, when a woman is labelled as 
being ‘at risk’ of cancer for personal reasons, she is required to account for this, as is shown 
in the next extract. 
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Extract 7: 
...you know being a lesbian woman there a whole (.) ((sighs)) I mean re- research shows that 
(.) y- you know (.) in terms of (1) breast cancer you know you’ve got a higher likelihood if 
you haven’t had kids you’ve got a higher likelihood if you (.) abuse alcohol if you smoke (.) if 
you’re overweight you know a- and I guess in my community (.) a lot of my lesbian friends 
(1) fit those high risk areas you know ((laughs)) and also (.) you know just the nature of 
((laughs)) the fact that (1) you’re a minority group y- you know there’s a lot of alcohol abuse 
and drug abuse that goes on in our community and you know there’s a there’s a really big risk 
factor for this type of cancer... (Camilla, Lesbian) 
Here, Camilla attends to the dominant discourse of lesbians being at greater risk for breast 
cancer than heterosexual women, on the basis of so-called ‘lifestyle choices’ (Bryson & 
Stacey, 2013, p. 210). Camilla draws on ‘expert’ knowledge produced through ‘research’ to 
support her claim that lesbians have a ‘higher likelihood’ of engaging in ‘risky’ behaviours 
and therefore developing cancer. Constructing lesbians (and by implication, herself) in this 
negative light requires Camilla to justify herself. This extract is therefore characterised by 
repair work and instances of Camilla accounting for her position. Her talk is interspersed with 
many false starts, laughter, and pauses, indicating discomfort and the ‘trouble’ that taking up 
this position causes the speaker – she risks being criticised or contradicted by her (both 
present and imagined) audience. Camilla thus attributes these risk factors to membership of a 
stigmatised minority (as coping mechanisms in dealing with homophobia) to avoid 
implicating her, and others’, sexuality as a cause of cancer. This enables Camilla to avoid 
positioning herself as to blame for developing cancer.  
 As illustrated in these discursive themes, the participants positioned themselves in one 
of two ways: as having been ‘always healthy’ or as being ‘at risk’ of cancer. Both of these 
positions cast women as central actors in relation to their illness – as either having a history 
of taking responsibility for their health or as having a history of risk factors. While discussing 
their diagnosis, women attended to dominant health messages that promote healthy lifestyles 
and modifiable risk factors, and therefore work to account for the role they played in 
receiving a cancer diagnosis. Women could sometimes eschew responsibility for diagnosis, 
by pointing to external factors (genetics or group membership), as well as attributing delays 
in their diagnosis to the failings of medical professionals or technology. Consistently, 
however, women were required to account for their diagnosis in light of dominant injunctions 
to take action in order to stay healthy and cancer-free. 
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Practising control and responsibility  
Given the historical surveillance of women’s bodies, women in particular are encouraged 
through both mainstream medicine and CAM to govern themselves and their health, to fulfil 
their role as self-determining, responsible, neoliberal subjects (Broom et al., 2012). The 
imperative to present oneself as ‘empowered’ and as a ‘health consumer’ who could take 
control of health and illness was strongly evident across the interviews. We focus on two 
ways in which this was achieved: when women talked about ‘taking control of cancer’ and 
when they positioned themselves as being ‘responsible for (their) health’ as a strategy for 
preventing recurrence. 
Taking control of cancer 
Extensive research has documented the language that is used to speak about and understand 
illness, and particularly cancer, over the last several decades in Western society, with its 
emphasis on ‘fighting’ or controlling cancer (e.g., Frank, 1995; Sontag, 1977/2001; Seale, 
2002). Cancer, like health in general, is entwined with discourses of morality – what it means 
to be a ‘good’ person (Bell, 2010; Willig, 2009) – and therefore those who are diagnosed with 
it are required to reconstruct their identities in a positive light. The women in this study were 
seen to do this by constructing themselves as actively responding to cancer, by taking control 
and by encouraging others to do the same. 
Extract 8: 
AG: Do you have any advice or suggestions for other women based on your experiences? 
Gwen: Um I would just say take control of it as much as you can [. . .] you know if you don’t 
understand it go and Google each word um (.) until you do understand it (.) re-read it again (.) 
um do it (.) get a whole (.) really to take it on board [. . .] my example is is the people who get 
pregnant you know um they know when the baby’s doing this and you know this means this 
the whole – you know they know what every (.) every week means and the changes whatever 
they really buy into being pregnant you know ((laughs)) [. . .] that’s what you have to do I 
think um is is take ownership of um your condition… (Rural) 
Gwen advises other women to ‘take control’ of cancer by actively seeking information and 
clarifying their understanding of cancer. Such activities define one as an active and virtuous 
‘health consumer’ – rather than merely a patient – in current Western society (Bell, 2013; 
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Rose, 2007). The Internet has become a common source of information and support for 
people who are inscribed as responsible for their health and who seek information beyond the 
doctor-patient relationship (Nettleton, 2013). Further, Gwen constructs cancer as a normal 
bodily process, like pregnancy, which a woman needs to ‘take [. . .] on board’ and track its 
development (‘what [. . .] every week means’). In this extract, women are thus positioned as 
empowered and instructed to take responsibility for their health through self-surveillance. 
This point is re-emphasised when Gwen advises women to ‘take ownership’ of ‘your 
condition’, constructing health as a commodity that women can own (emphasis added). Many 
other women elaborated on how they took control of their illness, particularly by empowering 
themselves with information. 
Extract 9: 
…I actually did a lot of research on the Net and I guess used Breast Can- uh BCNA um the 
cancer website [. . .] within the first couple of weeks I had a mass of information [. . .] I’d 
gone to a support group and spoken to one of the ladies who had had a reconstruction at the 
same time that she’d had a mastectomy so that I could (.) kind of go through that scenario that 
if they found something else and I (.) kind of and and if I needed to have a mastectomy would 
I look at reconstruction straight away or would I delay that um (.) you know working out that 
that was gonna have to be in [city] what that would mean for my family so I kind of went 
through a lot of scenarios right at the beginning... (Sam, Rural) 
Sam positions herself as actively seeking information both on the Internet and from other 
women. Her access to advice through a support group can be read as a result of the self-help 
and women’s movements. Rather than dealing with the illness in silence, as in previous 
decades, women with breast cancer are now constructed as being part of a supportive 
community of women (Sulik, 2011). This produces an injunction that, like Sam, women 
should take up positive, active, and empowered positions in relation to their health, and 
reproduces the gendered role of women helping others (Moore, 2010; Peel et al., 2005; Sulik, 
2011). Another way that women can enact control is by occupying the position of ‘survivor’, 
as shown in Extract 10. 
Extract 10: 
I’m a survivor I consider myself a survivor (.) um I think (.) what it means is (.) it is (.) not 
cracking under the pressure (.) not giving into it um (.) you know (.) living through it you 
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know surviving just as the word says I I (.) handled the surgery I dealt with the treatment um 
(.) and I’m still here to talk about it. (Cathy, ‘CALD’) 
The identity position of ‘survivor’ is central to current understandings of cancer and taking it 
up allows the speaker to enact an identity as a responsible, rational, self-determining 
individual who has control over her health (Sulik, 2011; Willig, 2009). Like several (although 
not all) of the participants, Cathy emphasises her position as a survivor and does so by 
repeating herself and justifying how she can adopt this position. She describes herself as 
being strong, dealing with the treatment, and managing to live through cancer. Here, 
experiencing cancer is constructed as a feat of individual will (‘not cracking under the 
pressure’), reflecting and reinforcing neoliberal constructions of subjectivity in relation to 
health (Broom et al., 2012).  
 The discourses of morality that shape current understandings of health mean that 
women risk being blamed for developing cancer. This serves to explain the level of 
accounting work that these women engaged in. A further way of restoring their subjectivity is 
for women to position themselves as taking control during their illness and treatment, as 
Cathy does. This strategy enables women to be positively positioned as active, empowered, 
informed health consumers who can participate in decision making. However, talk of ‘taking 
control’ constrains the speaker to take up a position of strength and mastery in order to avoid 
criticism (see Wilkinson & Kitzinger, 2000, for a discussion of how women police each other 
through ‘positive talk’). 
Taking responsibility for health 
With the rise in biomedicalisation and surveillance within Western society and the ‘new 
public health’, the parameters of being ‘at risk’ of developing cancer or a recurrence of 
cancer have widened (Bell, 2013; Fosket, 2010; Nettleton, 2013). Risk of recurrence has long 
featured in the accounts of people who have had cancer and is captured by the phrase, ‘living 
under the shadow’ (Sarenmalm, Thorén-Jönssen, Gaston-Johanssen & Öhlén, 2009, p. 1116). 
Many women in this study attended to this risk talk by constructing cancer recurrence as a 
future threat to their health, but adopted positions of taking responsibility for their health in 
order to prevent such a recurrence. As shown in Extract 11, women positioned themselves as 
taking responsibility through their talk of managing certain behaviours.  
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Extract 11: 
...I um (.) know that it can always come back (.) and um the (.) uh prob’ly the worst part about 
coming to terms with having had cancer is that fear but um and I am a positive person by 
nature I’m an optimist by nature and that sure helps but um (.) every now and then of course 
you get a little twang in the middle of the night and think, ‘Oh my god (.) I’ve had breast 
cancer I’ve had cancer’ [. . .] giving up um cheese and yoghurt and um things like that wasn’t 
(.) wasn’t easy but it wasn’t so hard and whenever I get a little craving for anything like that I 
just say to myself the price that I’m paying for this is my life and that that’s more important… 
(Ella, ‘CALD’) 
Throughout her interview, Ella discussed at length the changes she has made, particularly in 
her diet, to adopt a healthier lifestyle and to prevent cancer from recurring. Here, Ella 
positions herself as self-controlled, by resisting ‘a little craving’ and abstaining from dairy, 
while constructing this as a necessary ‘price’ for her survival. Ella’s talk is strikingly similar 
to that of other women who position themselves as individually responsible in controlling 
their diet for health reasons, such as those with Type II diabetes (see Peel et al., 2005). 
Notably, women often discussed the importance of taking responsibility in response to a 
question near the end of their interviews about what advice they had for other women. 
Extract 12:  
... you can’t just do the treatments (1) you’ve got to change your lifestyle you’ve gotta change 
your lifestyle you’ve gotta (.) do meditation you’ve gotta exercise you’ve gotta lose weight 
you’ve got – and I know why I’ve got cancer as well again ’cause I hadn’t lost enough weight 
(.) and I hadn’t changed my lifestyle you know? ((laughs)) (Henriette, Lesbian) 
Henriette draws on her own experience to instruct other women to modify their lifestyle to 
prevent cancer from recurring. This is repeatedly presented as a moral injunction – ‘you’ve 
gotta’. Like some other women, Henriette positions herself as to blame for the recurrence of 
her cancer. Whilst this is a clearly negative position to adopt (note her nervous laughter), 
Henriette draws on the dominant health message that cancer is caused by modifiable 
‘lifestyle’ risk factors and that her failure to change ‘enough’ means that she is responsible 
for her recurrence. As shown in the next extract, women are positioned as taking 
responsibility when they practise self-surveillance. 
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Extract 13: 
AG: Okay and when you say um, ‘Women women should take the initiative’ um (1) d’you 
mean to get checked for breast cancer or to take the initiative= 
Barbara: =Yes you’ve gotta know your own breasts. I would be dead if I didn’t [. . .] You’ve 
got to know your own breasts and you’ve gotta know your own body and you’ve gotta take 
the initiative with the medical profession sometimes and say, ‘Look I need (.) you know I 
need help (.) I believe this (.) could I please have a referral?’ [. . .] you’ve gotta (.) you’ve 
gotta take the initiative there’s absolutely no (.) substitute for you knowing your own body 
and sensing things you know what’s different you know if your breast’s not quite the same. 
(Rural) 
As in the previous extract, breast awareness is presented as an imperative for other women, 
with numerous repetitions of ‘you’ve gotta’, ‘take the initiative’, and ‘know your own body’. 
Barbara draws on her own experience of being in tune with her body (‘sensing things’) and 
using this intuition to take a proactive approach. This demonstrates the self-aware, 
empowered woman of the women’s health movement, as well as the neoliberal health 
consumer who constantly practises self-surveillance. This construction of women 
simultaneously positions them as empowered in relation to their health and as individually 
responsible for detecting cancer within their bodies. 
 Women’s talk of taking responsibility for their health reproduces several dominant 
health messages regarding cancer. There is an emphasis on how women can engage in self-
care practices, by modifying their behaviour or lifestyle and engaging in self-surveillance.  
This practice of individual responsibility is constructed as overtly positive and empowering; 
however, their talk reinforces the message that women have control over preventing cancer, 
which risks them being blamed when cancer occurs or recurs, as illustrated in some women’s 
accounts. 
Conclusion 
This study took place in a Western, English-speaking country, which, like other Western 
contexts is shaped by neoliberal ideals of individualism, consumerism, and self-
determination, in relation to health (Broom et al., 2012; Moore, 2010; Rose, 2007). In taking 
a feminist, post-structuralist approach, we were mindful of this context and interested in how 
social and discursive constructions of health and breast cancer might influence women’s 
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accounts of the illness. Notably, these accounts were produced within the specific 
interpersonal context of a research interview which, from a discursive psychological 
perspective, is viewed as a co-constructed product of interactions between the interviewer 
and the participant (see Peel et al., 2005). This means that the participants could have 
oriented to the discourse of ‘individual responsibility and empowerment’ as a way of 
presenting themselves in a positive light to the interviewer, and as responsible and in control 
of their health and their illness. However, this analysis of women’s talk also contributes to 
existing Foucauldian work by illustrating the process of how women attended to a discourse 
of ‘individual responsibility and empowerment’, and how they negotiated, resisted, and/or 
reproduced this discourse, in light of broader cultural understandings of the illness.  
 By utilising a discursive approach, we have shown how women engaged in health and 
risk talk and how their subjectivity was shaped and constrained through language and the 
social context. Most women were seen to position themselves within a narrative of having 
‘always been healthy’ and constructing the cancer diagnosis as a shock. To ‘prove’ their 
previous health, women made reference to ‘good’ self-care practices, such as monitoring their 
diet, exercising, and attending regular mammography. This allowed them to position 
themselves as ‘good women’ for behaving in gender-appropriate ways (Moore, 2010), and as 
free from blame for developing cancer. This mirrors empirical work with other populations 
(e.g., Bell, 2010; Broom et al., 2012; Manderson et al., 2005; Peel et al., 2005), illustrating 
the broad currency of this discourse.  
Other women, conversely, engaged in risk talk by positioning themselves as always 
having been ‘at risk’. When women constructed ‘risk’ as beyond their control (e.g., genetics), 
this served to repair their troubled identities as potentially being to blame. Conversely, the 
few women who drew on ‘lifestyle choices’ to explain their risk engaged in substantially 
more repair work, or simply positioned themselves as blameworthy. This level of ‘accounting 
work’ for the role of the neoliberal subject in developing cancer draws attention to the 
individual responsibility attached to cancer prevention, especially through public health 
messages (Fosket, 2010; Nettleton, 2013). 
A cancer diagnosis challenges notions of health as something that can be controlled 
by the individual through self-governance. Hence, the women in this study discussed in detail 
how they gained control over cancer and emphasised how they restored their responsibility 
for their health. They went on to construct this as a message for other women, that – by 
becoming informed, actively self-caring and self-monitoring – they can potentially prevent 
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cancer or its recurrence. Thus, this reproduction of dominant health messages does not occur 
solely in a top-down manner, but also through women’s own talk.  
The discourse of ‘individual responsibility and empowerment’ played a vital role in 
women’s identity work and meaning-making in relation to their cancer experiences. It 
enabled women with cancer to adopt positive, socially-valued identity positions – as active 
health consumers, empowered, and in control of their health. They could position themselves 
as informed through their own actions and thanks to a community of women who share their 
experience. Whilst this highlights the genuine achievements of the women’s health, CAM, 
and self-help movements, these women were positioned always in relation to healthist 
ideology, which required them to account for their role in developing cancer.  
 We particularly focused on women from a range of social backgrounds, who might be 
expected to resist dominant discourses and knowledge, or draw on alternative meanings 
regarding cancer. However, the discourse of ‘individual responsibility and empowerment’ 
was prevalent throughout and across women’s stories. Whilst the use of this discourse would 
be shaped by both the interpersonal and the Western, neoliberal context in which the 
interviews were conducted, this analysis still highlights the primacy of the construction of 
health as an entity to be achieved through will-power and how this is negotiated by 
individuals. Future research could involve comparative analyses of men’s and women’s 
accounts of cancer or of people located in different countries, to consider the intersection of 
gender and culture in relation to people’s cancer accounts. 
 There are clearly benefits for women in being able to position themselves as 
empowered and in control of their health. However, when attention is paid to the accounting 
work that women engage in, it becomes clear that the imperative of self-governance can 
constrain women within the interactional context of the interviews, by limiting what is 
sayable and meaningful in their construction and presentation of their experiences to the 
interviewer. This healthist discourse also reproduces the construction of health as a 
commodity that can be achieved through self-determination, which serves to conceal 
socioeconomic and environmental factors which affect the development of cancer and access 
to resources, and risks positioning women as to blame for their illness. Moreover, cancer is 
reinstated as a ‘risk’ that women need to manage individually, even after recovery. In 
conclusion, the ubiquity of this discourse serves to constrain women’s ability to identify the 
complexities of the causes of cancer, and the extent to which aspects of health may be outside 
individual control.  
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i
 We have placed the terms ‘culturally diverse’ or ‘CALD’ in parenthesis, to note that we do not view 
these terms uncritically. Rather, we recognise that labelling all women who are not white or English-
speaking as ‘diverse’ could have the effect of reinstating white, English-speaking women as the 
dominant, normative and acultural group. However, these terms are currently used in Australia to 
denote people from non-Anglo-Saxon or English-speaking backgrounds and are used here for ease of 
communication. 
 
ii Women were asked via e-mail with which of the three categories they identified; some identified 
with more than one category. 
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iii
 Transcription code: […] text removed for space limitations; (.) minimal pause; (1) 1 second pause; 
word emphasis; ((laughs)) non-verbal action; [word] transcriber’s notes/information changed for 
anonymity; = run-on line. 
  
iv We conceptualise ‘identity’ as an entity that speakers construct through talk and that is shaped by 
the wider social context, that is, through interactions with others and by what is deemed ‘sayable’ 
within a particular sociocultural location (Smith & Sparkes, 2008). 
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Chapter Seven 
Conclusion 
 
7.0. Introduction 
As for any illness, meanings attached to breast cancer are embedded within a complex 
network of sociocultural, historical, political, and geographical relations of power. As power 
relations shift over time and space, constructions of breast cancer are discursively and 
socially modified. In this thesis, I set out to critically examine how breast cancer is socially 
constructed in current neoliberal, Western societies – particularly Australia – and how 
women with breast cancer negotiate prevailing meanings when making sense of the illness 
for themselves. To accomplish such an analysis, I drew on the theoretical orientation of 
feminist post-structuralism. This standpoint enabled me to examine the construction of breast 
cancer as a process that can occur in a top-down manner, through the operation of discourses, 
as well as something that is accomplished through women’s talk. Further, this thesis was 
grounded on the principles of critical health psychology, meaning that I approached each 
study with the aim of questioning taken-for-granted phenomena and analysing constructions 
of breast cancer for how they might privilege certain stories, experiences, or even women 
over others. 
7.1. The Pink Ribbon Culture of Breast Cancer 
Given my post-structuralist standpoint, I began this thesis with a socio-historical 
analysis of how breast cancer has been discursively constructed. This enabled me to trace 
back the construction of this particular illness, specifically in relation to women’s bodies, and 
to the role women have played regarding their health. As I discussed at length in chapters 
one, three, and six, the most striking shift in approaches to women’s health was the move 
away from medical expertise and power to women claiming control over their bodies and 
their health. This shift in power came about through an interwoven history of the women’s 
health and self-help movements and even through HIV/AIDS activism, which all gave rise to 
the pink ribbon culture of today.  
There is a relatively small, but rich, collection of literature, based in a range of social 
sciences, which offers critiques of the pink ribbon culture. King (2006), Klawiter (1999, 
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2004, 2008), Ehrenreich (2009), and Sulik (2011), for instance, have all provided compelling 
sociological and ethnographic analyses of the development and operation of this illness 
culture, with a focus mainly on the US. All of these accounts highlighted two criticisms 
against the pink ribbon culture. Firstly, it is based on the experiences of women who are 
white, heterosexual, and middle-class, thereby benefiting them the most and narrowing its 
relevance for other women. Secondly, the pink ribbon culture is shaped by neoliberal ideals 
of individualism, optimism and self-belief, and self-determination regarding one’s health and 
illness. Although these writers levelled other critiques against the pink ribbon culture, these 
were the two points that resonated with my own sense of this illness culture, and therefore 
signalled areas I wished to explore further. 
In a similar vein to this work, other accounts have been written, which have offered 
more discursive analyses of how cancer, in general, is spoken about and how breast cancer, 
specifically, is constructed through language. For instance, Susan Sontag’s (1977/2001) work 
offered one of the first analyses of the words and meanings attached to cancer, and 
highlighted the discourses of morality that have given shape to understandings of cancer. 
Wilkinson and Kitzinger (2000) illustrated, using conversation analysis, how women take up, 
reproduce, and sometimes resist socially constructed ways of talking about breast cancer, 
especially in relation to the imperative to ‘think positively’ in the face of the illness. This 
imperative to remain positive was also explored in Willig’s (2009, 2011) personal account of 
having (skin) cancer and her attempts at making sense of her illness in light of available 
discourses that promote optimism and personal responsibility. Similarly, Kaiser (2008) 
examined how women with breast cancer negotiated prevailing meanings of breast cancer 
and constructed identities as ‘survivors’, thus opening breast cancer research up to a new and 
productive direction into identity work. 
As I have noted elsewhere in this thesis, the bulk of breast cancer literature and 
analyses of the pink ribbon culture has been written in the US and UK, perhaps because this 
illness culture was most established in these contexts. Nevertheless, as Willig (2011) argued, 
this body of work can be applied to other Western, English-speaking countries, such as 
Australia. Indeed, similar work has been conducted into the social construction of health and 
illness, and specifically cancer, in the Australian context. For example, several sociological 
analyses have illustrated how people with cancer, and even carers of people with cancer, 
negotiate discourses of optimism and individual responsibility in relation to health (see 
Broom, 2009; Broom, Meurk, Adams & Sibbritt, 2012; Youll & Meekosha, 2013). Further, 
Lupton (1997, 2012) has demonstrated how approaches to health and illness in Australia, as 
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in other Western countries, are based on ideals of neoliberalism, with a particular emphasis 
on individuals needing to take responsibility in the face of health ‘risks’ such as cancer. 
Therefore, these studies have helped to demonstrate how international literature is applicable 
to the Australian context (as a neoliberal, Western society), in understanding how the 
concepts of cancer, health, and illness are socially constructed. 
7.2. Aims of this Thesis 
The initial aim of this thesis was to build on existing critiques of the pink ribbon 
culture. Following previous research, I aimed to critically examine the ways in which current 
constructions of, and approaches to, breast cancer can promote women’s health both 
ideologically and in practical ways. In addition, I aimed to challenge taken-for-granted 
assumptions about the pink ribbon culture as an entirely beneficial source of support for 
women with breast cancer, and, rather, to explore its drawbacks and limitations. Drawing on 
previous psychological and sociological work on cancer, I wanted to examine how breast 
cancer is constructed both on an institutional/social level, and on an individual level. 
Although the studies making up this thesis were designed to be open-ended and exploratory, I 
also wanted to keep the two selected critiques of the pink ribbon culture at the forefront of the 
analysis. Therefore, as stated in chapter one, the aims of this thesis were: 
1. To examine how breast cancer and women with breast cancer are constructed on 
an institutional level through the presentation of breast cancer information and 
support services on Australian breast cancer websites; and 
2. To explore how women with breast cancer construct their experiences of the 
illness, in light of prevailing meanings attached to breast cancer and health in 
general. 
Given my research orientation within critical health psychology, outlined in chapter 
two, I aimed to focus on the experiences of women who did not occupy the mainstream 
positions of white, heterosexual, and middle-class. Therefore, in the first study, I aimed to 
analyse the spaces that are made available to women from various minority groups 
(specifically, women in rural/remote areas of Australia, lesbians or women in same-sex 
partnerships, and women from ‘culturally and linguistically diverse’ backgrounds) by 
Australian breast cancer organisations. In the second study, I focused on exploring the breast 
cancer accounts of women from these selected minority groups. As I noted in chapter one, 
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this focus was partly because of my assumption that these women might be more likely to 
draw on non-mainstream or alternative discourses of breast cancer, if they occupy the 
margins of the pink ribbon culture. As I discussed in chapter six, this assumption turned out 
to be unfounded, in that the participants did draw heavily on dominant discourses. Moreover, 
my use of personal interviews clearly only captured the experiences of certain women. 
Although this feature of my research potentially limits the transferability of the findings, the 
aim of these studies was to provide rich, contextual accounts of women’s experiences, as well 
as of how women in these minority groups are represented within support websites. Further, 
by focusing on these groups of women, I aimed to address the scarcity of literature on the 
experiences of women from a range of minority groups and to consider how these women 
might construct their experiences of having breast cancer. 
7.3. Overview of the Studies 
7.3.1. Study one 
The first study of this thesis involved identifying the most active and prominent breast 
cancer support organisations in Australia and analysing their websites. This study was driven 
by three research questions, for the purpose of addressing the first aim of the thesis:  
1. How is breast cancer discursively constructed on the websites of breast cancer support 
organisations? 
2. How are women with breast cancer positioned within the presentation of breast cancer 
information and support services? 
3. What space is provided within the presentation of breast cancer information and 
support services for women who come from a range of minority groups (specifically, 
lesbians, women from ‘culturally and linguistically diverse’ backgrounds and 
Indigenous women)? 
This analysis led to two distinct, but interwoven, sets of findings, which I discussed in 
depth in chapter five. The first was that there was a discourse of ‘diversity’ which operated 
across the websites. This discourse was evident through visual and textual references to the 
‘diversity’ of women and their ‘inclusion’ within the breast cancer organisations (what 
Ahmed (2012) termed ‘the language of diversity’). For example, women from ‘culturally 
diverse’ and Indigenous backgrounds were positioned as being ‘diverse’, and were 
constructed as having different beliefs about the causes of breast cancer from other women; 
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however, these beliefs were unquestioningly labelled as wrong and as barriers to regular 
breast screening. The depiction of women from various cultural and Indigenous backgrounds 
was also marginal and always in relation to the ‘problem’ of their poor levels of health 
literacy and breast screening. Similarly, lesbians or women in same-sex partnerships held a 
marginal space on the websites, if represented at all. This absence stood in stark contrast to 
the attention and support consistently paid by the organisations to men, in their position as 
women’s partners. Although these findings are based on the analysis of four websites, they 
can be read as illustrative of current approaches taken to breast cancer within the Australian 
context, which were outlined through an analysis of lay materials relating to breast cancer 
(see chapter three). 
As I demonstrated in chapter five, despite the marginal space provided to women 
from ‘diverse’ backgrounds, the organisations were seen occasionally to orient to the concept 
of ‘cultural competence’ (Betancourt, 2004; Flaskerud, 2007), a practice that has gained 
currency in approaches to heath care (Betancourt et al., 2014). This orientation to cultural 
competence was discursively constructed through the few references that were made to 
women from ‘culturally diverse’ or Indigenous backgrounds and visually depicted through 
photographs of women from various cultural groups. However, as I argued in chapter five, 
the concept of cultural competence should be approached with caution, as it can all too easily 
slip into the use of stereotypes (e.g., that all women from ‘culturally diverse’ backgrounds 
hold incorrect beliefs about breast screening) and can entrench the dominant group (white, 
heterosexual, middle-class) as the norm into which ‘others’ must be compared or absorbed. 
 The second, related finding of this study was the distinctly neoliberal way in which 
breast cancer was depicted on the websites: as an illness that can offer an opportunity for 
women to ‘live well’ and from which women can recover through personal initiative and 
strength. This construction of breast cancer was identified through the discourse of 
‘individual responsibility and empowerment’ which pervaded the websites. I demonstrated 
the operation of this discourse in chapter four, by discussing the message of ‘living well with 
breast cancer’ that is transmitted by the organisations to women with breast cancer. This 
message was evident in the many references to information on how women can ‘live well’ 
with cancer, what they can do to improve their health, how they can take control of cancer, 
and what services they can draw on (especially information- and exercise-based) to do so.  
Such a construction of breast cancer (as an opportunity to ‘live well’) supports the 
values of the women’s health movement, underpinning the pink ribbon culture, of women’s 
empowerment and reclamation of control over their health. However, the emphasis that was 
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placed on women taking control of cancer through self-care practices (e.g., diet and exercise) 
resonates with the neoliberalism that constructs current approaches to health and illness 
(Broom, 2009; Nettleton, 2013). As a result, these websites perpetuated neoliberal health 
messages, particularly the view that women can, and should, take control and responsibility 
for their illness and play an active role in surviving breast cancer (the notion that anyone 
might actually die of breast cancer was notably absent). 
As I stated earlier, these two key findings are interrelated. The focus that was placed 
in the websites on the experiences of white, heterosexual, middle-class women echoes 
previous analyses of the pink ribbon culture and can be read as a manifestation of the 
individual enterprise and self-determination that is promoted in the pink ribbon culture. Such 
individual control is, notably, only possible for those who occupy normative or privileged 
social positions (see Balshem (1991) for the relation between beliefs about ‘fate’ and socio-
economic position). Messages which promote a sense of individual responsibility and 
empowerment could therefore potentially marginalise women who occupy minority positions 
in society. In addition, as I have explained, when attention was paid by the organisations to 
women from ‘culturally diverse’ or Indigenous backgrounds, it was always in relation to 
messages about breast screening. This focus on screening is part of the ‘new public health’, in 
which screening practices are promoted through the message that ‘prevention is the best cure’ 
(Fosket, 2010; Nettleton, 2013). This message, however, unproblematically equates screening 
to primary prevention. Further, such messages inscribe women as responsible for preventing 
cancer. The first finding relating to ‘diversity’ therefore ties into the second finding: that the 
websites promote the message of individual responsibility with regard to women’s role in the 
personal management of their health and illness (and thus, by implication, the presentation of 
information slips into victim-blaming). 
This study contributes to existing breast cancer literature in a number of ways. Firstly, 
within previous literature the point has been made that there is a focus on white, heterosexual, 
middle-class women in the pink ribbon culture; however, this has not been the focus of 
previous sociological analyses, upon which this thesis builds. This study therefore serves to 
illustrate how norms of sexuality, culture, and socio-economic position are perpetuated 
through the provision of breast cancer information and support services.  
Secondly, through the first study, I demonstrated how this focus on white, 
heterosexual, middle-class women is discursively circulated and reproduced on an 
institutional level, through the presentation of information and support services. This focus on 
the mainstream raises questions about how women from varied backgrounds might respond 
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to such presentations of information and services that privilege a narrow segment of society. 
In doing this first study, I could only illustrate how women from various groups are 
represented on the websites, and could not comment substantively on how such women might 
respond to the websites. However, this concern did help in developing the second study of 
this thesis, in order to explore how women from minority groups articulate their experiences 
of the illness.  
Thirdly, the findings of this study exemplify how women with breast cancer are 
positioned as central to their illness and recovery. Through this first study, I have provided a 
nuanced analysis of the messages that are transmitted to women – they could be empowering 
and supportive, but also limiting and instructive in compelling women to accept personal 
responsibility for their illness.  
Lastly, the analysis in study one focuses on breast cancer support websites, which 
now form primary sources of information and support services for women (evidenced by the 
prolific amount of information found on the websites). The findings of the first study 
therefore illustrate how breast cancer is socially constructed and how women with breast 
cancer are positioned on an institutional level. This first analysis therefore provides insight 
into what meanings attached to breast cancer are discursively circulated and made available 
to women. This leads to the second study of this thesis, in which I examine how women with 
breast cancer construct the illness and their positions in relation to it.  
7.3.2. Study two 
The second study was driven by the second aim of this thesis, which was to explore 
how women, from various minority groups, construct their experiences of breast cancer and 
how they negotiate socially available discourses regarding health, illness, and breast cancer. 
The research questions for this study were: 
4. How do women with breast cancer (and who are located in minority groups) construct 
their experiences of this illness?  
5. How do women with breast cancer (and who are located in minority groups) negotiate 
prevailing meanings attached to breast cancer and position themselves in relation to 
current meanings?  
6. In considering these constructions of breast cancer, what are the broader implications 
for women in relation to their health and illness?  
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As I discussed in chapters two and six, this study involved interviewing 27 women 
who came from a range of social backgrounds1. In taking a critical discursive approach, 
specifically thematic discourse analysis, I was most interested in the participants’ talk and 
what it accomplished, as opposed to identifying an underlying ‘truth’ about their experiences. 
Therefore, I focused the analysis on identifying the particular discourses and socially 
recognisable ways of talking about breast cancer that participants used in their own accounts 
of the illness. I also examined how these discourses resourced or constrained the ways in 
which women could construct their experiences. As I explained in chapter two, discourses 
offer particular subject positions that speakers can take up, modify, or sometimes resist. 
Examining this identity work – what it means to be a woman with breast cancer, deal with it, 
and construct a positive identity – formed an integral part of the analysis.  
In-depth qualitative (in this case, discursive) research can generate a substantial 
amount of rich and interesting data. In my position as the researcher, therefore, I was required 
to make a decision regarding which aspects of the data I wanted to focus on. In one way, this 
seemed to be a straightforward decision, in that the interviews appeared to be saturated with 
neoliberal constructions of breast cancer and instances where participants oriented to 
neoliberal approaches to health and illness. Further, with the criticism that had been raised in 
previous literature regarding the neoliberalism of the pink ribbon culture and that I had 
extensively addressed in earlier sections of the thesis, this aspect of the data seemed to be the 
most relevant for analysis. 
As I noted earlier in this chapter, despite being located in different minority groups, 
the participants generally drew on dominant constructions of breast cancer. This came as a 
somewhat unexpected finding, but one which illustrates the universality and explanatory 
power of the discourse of ‘individual responsibility and empowerment’. In chapter six, I 
demonstrated how the participants are located within a context that supports neoliberal, 
individual-oriented approaches to understanding and dealing with an illness, such as cancer, 
and health in general. I also argued how, within this ‘healthist’ society, health is constructed 
(especially through public health messages) as a commodity that can be achieved through 
self-determination and maintained through practices of self-governance. This is exemplified 
by the participants needing to ‘account’ for their illness and to demonstrate how they have 
1 In the interviews, women mostly oriented to their positions as lesbian, their cultural background, and/or their 
location in a rural or regional area, which may have to do with the fact that these identity positions were 
explicitly called for in the recruitment stage of the study. Although the participants varied in their religious 
orientation and their level of education, the participants did not often orient to these demographic factors, nor 
did they appear to play a role in shaping differences across participants’ accounts, which came as an unexpected 
finding. 
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restored a sense of health and wellbeing in their lives. Personal responsibility for illness also 
came to the forefront when participants engaged in explaining the diagnosis of cancer and the 
role they played (or did not play) in developing it.  
The analysis of the participants’ talk illustrated the nuances and complications that 
can arise for speakers when they adopt certain subject positions. For example, some women 
positioned themselves as ‘always healthy’ and emphasised the shock of the diagnosis. They 
also worked to demonstrate the responsible roles they had taken in relation to their health, 
prior to diagnosis. This repair work therefore enabled these women to pre-empt any criticism, 
that they might have played a role in developing breast cancer or that they had failed to have 
it detected early. Other women, who positioned themselves as being ‘at risk’ of breast cancer, 
faced greater pressure to account for their diagnosis. This was highlighted in the way these 
women engaged in a great deal more accounting work, in order to attribute breast cancer to 
external factors beyond their control. Hence, these women could reinstate themselves as not 
to blame for the breast cancer diagnosis. 
The women in this study discussed at length how they had taken control of cancer by 
engaging in self-care practices, by monitoring their bodies and their health, and frequently 
referring to their efforts in recovering from cancer. This is similar to other studies that have 
highlighted the neoliberal influence in shaping people’s cancer experiences and their reports 
of practising self-care (Bell, 2010; Broom, 2009; Broom & Tovey, 2008; Manderson, 
Markovic & Quinn, 2005). By positioning themselves as self-caring and self-monitoring, the 
women in this study could restore their troubled identities as potentially unhealthy or as 
lacking control with regard to their health, to more positive positions as ‘healthy’, 
‘responsible’, and ‘in control’. This repair work extended into participants’ talk of taking 
responsibility for their health in general, and particularly in their efforts to prevent a 
recurrence of cancer. They discussed in detail how they modified their lifestyles to be 
healthier, and advised other women to be proactive in their health, especially by engaging in 
regular breast screening. Although some participants were seen to resist this discourse, for the 
most part, it permeated their accounts. Further, these women’s narrated experiences also 
reflected the surrounding context of neoliberal, Western society, in which approaches to 
health and illness are characterised by self-governance and determination.  
There is a substantial amount of important and enlightening theoretical and empirical 
work into the neoliberalism of current approaches to health and illness (Bell, 2010; Broom, 
2009; Broom et al., 2012; Lupton, 2012; Nettleton, 2013). This analysis contributes to that 
existing work by demonstrating how a neoliberal discourse of ‘individual responsibility and 
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empowerment’ can be both constructive and restrictive in shaping women’s talk of breast 
cancer. Hence, as I discussed in chapter six, the participants could adopt positive and 
empowered positions, as in control of their bodies and as active in their health, by talking 
about taking steps to know about their illness and acting to change it. This marks a significant 
move away from a history of women being controlled by medical expertise or being at the 
mercy of their ‘uncontrollable’ bodies.  
However, with this empowerment comes the personal responsibility placed on 
women, to take ownership of their illness and their actions surrounding it. This can have the 
effect of overshadowing external, environmental and social factors that play a role in the 
maintenance of health and the development of illness. Moreover, the discourse of ‘individual 
responsibility and empowerment’ is entwined with the notion of survivorship. In other words, 
for many women, being a ‘survivor’ is empowering; yet, occupying the role of survivor 
assumes a level of individual responsibility for one’s health and illness. If cancer is 
something that can be controlled and from which women can recover through self-care, then 
little room is left for ‘failure’ to survive. Therefore, this source of empowerment can 
simultaneously be a limiting and oppressive force in women’s lives, particularly for those 
women for whom detection is late and treatment unsuccessful. 
What this second study shows is not simply that neoliberalism shapes women’s 
accounts, but how this discursive construction occurs. Returning to the theoretical orientation 
of feminist post-structuralism, it is important to remember that power does not operate only 
in a top-down fashion, but also on the micro, everyday, level of people’s interactions and 
meaning-making. This study illustrates the active role that speakers take in negotiating 
prevailing constructions of breast cancer and how they do so in relation to their subjectivity 
as women with breast cancer and as members of a neoliberal society. Hence, through their 
talk, these participants were able to manage the trouble that a cancer diagnosis posed to their 
identities, and work to reinstate themselves as self-managing individuals who have control 
over their illness and their health in general. This study thus demonstrates how ‘health’, and 
occupying an identity as a healthy person, is something that is discursively achieved through 
women’s talk and requires on-going work on their part, in order to avoid blame or criticism 
within a society that valorises control and responsibility in relation to one’s illness, health, 
and body. 
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7.4. Directions for Future Research 
The multimodal critical discourse analysis of Australian breast cancer websites 
offered a multi-faceted account of how the presentation of breast cancer information and 
support services. It does not simply present the ‘reality’ of breast cancer and how women 
might experience breast cancer; instead, as shown in chapters four and five, this analysis (and 
relatively new analytic method) highlights how meaning is multimodal, language is never 
neutral, meanings are infused with power relations, and underlying choices and assumptions 
need to be analysed for the potential implications for how women might understand their own 
experiences. This opens an avenue for future research, in that women with breast cancer 
could be interviewed and observed in relation to their use of such websites. Such an analysis 
could offer insights into the interface between the website content and the website user, and 
enable women to articulate how they respond to the content and design of support websites. 
In addition, as noted in chapter five, there are still some patterns of inequality with regard to 
the use of the Internet, based on age, income, and education, in Australia (Australian Bureau 
of Statistics, 2014). Future quantitative research could be conducted to identify whether the 
websites are reaching women from many different social, economic, and geographical 
locations, and could be done in conjunction with qualitative explorations of how women 
respond to the websites, as described above.  
 The message of breast screening is clearly prominent within public health campaigns 
presented to women, as illustrated through the website analysis and the analysis of lay 
materials in Australia. It would be interesting and useful to analyse the content of breast 
screening campaigns and the contexts in which they are promoted in greater detail. For 
instance, a multimodal critical discourse analysis could be used to analyse information 
materials presented to women in breast screening clinics and other health settings to consider 
how they position women in relation to the detection and prevention of breast cancer. Such a 
study could also be extended to include a contextual analysis of breast screening spaces, in 
terms of how they are laid out and how they encourage women to respond in particular ways 
to the ‘risk’ of breast cancer. 
 The thematic discourse analysis of women’s experiences of breast cancer enabled a 
focus on how women discursively negotiate dominant constructions of breast cancer, as well 
as prevailing meanings attached to health and illness. It is worth noting that the interviews 
used to collect these women’s stories could have contributed to creating a space that made it 
easier for the participants to freely take up positions of power in relation to their health, 
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without the threat of challenge or judgement. Therefore, it would be useful to explore 
whether this identity work is possible in other contexts, or whether women are required to 
engage in quite different work in order to position themselves as self-determining and 
responsible health consumers. For example, interactions between health care professionals 
and women with breast cancer could be recorded and analysed using fine-grained methods, 
such as conversation analysis, to show how the parties manage, share, negotiate, and perhaps 
contest for power within a health care setting. In other words, this interactional and social 
setting could very well elicit quite different outcomes in terms of how women can position 
themselves, in relation to their health and their bodies, especially in the face of institutional 
forms of power.  
7.5. Reflections of the Researcher 
I began this thesis with a deep interest in the way that we speak about and understand 
illness within Western society. It struck me that language surrounding cancer is rich, 
evocative, moralistic, and never neutral. Having always taken an interest in discursive 
psychology, I was interested in exploring how these meanings might shape and constrain 
women’s own sense of the illness and the role language surrounding breast cancer plays in 
women’s identity work.  
Apart from my intellectual interest in cancer, having had personal experience in being 
a carer of someone with cancer, I recognised that that this line of work would have emotional 
ramifications for myself and was something that I was constantly required to manage as I 
went through the project. However, I also believe that this deepened my commitment to the 
research and meant the research was more than just an intellectual pursuit for me – something 
which appears to resonate with doing feminist research in general.  
I was also continually aware of my own critical thoughts and beliefs regarding the 
pink ribbon culture and neoliberal approaches to health and illness. This meant ensuring that 
my analysis was always grounded in the data and respectful of the organisations and the 
participants, in terms of representing their views. By drawing on the insights of other 
researchers within the field of critical health psychology and feminist post-structuralism, I 
therefore aimed to balance an analytical commitment to the data with an ethical commitment 
to the participants and organisations involved in my research. My hope is that this balance 
was struck, particularly in my presentation of findings provided to the organisations and 
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participants in the reports provided to them. In writing these, I aimed to feed back the 
findings of this thesis in constructive and accessible ways.  
 The central aim of my thesis was not to effect social change, however, as a feminist 
and researcher in critical health psychology, I believed it to be important to write up my 
findings and disseminate them in a way that might go some way in effecting change in the 
way that we understand, talk about, and deal with breast cancer. Although the extent to which 
the organisations will take up the suggestions I developed is unknown, there were some 
indicators that the organisations were willing to change in response to the recommendations. 
For example, during a presentation to BreaCan, I suggested that they could include more 
visual signs on the website to signal the organisation’s support of women from diverse 
backgrounds. Shortly after the presentation, a rainbow flag, the Australian Aboriginal flag, 
and a symbol for interpreting services were added to the BreaCan homepage under the 
message, ‘BreaCan is an access for all service’. In addition to this, during the time of the 
project, BCNA hired a Community Programmes Coordinator to assess the services provided 
to women from ‘diverse’ backgrounds. I had the opportunity to discuss my research with the 
coordinator, who was interested in hearing any suggestions that I had and, again, reiterated 
BCNA’s interest in receiving the report of my analysis at the end of the project. Once I had 
sent the reports, I received positive responses from both BreaCan and BCNA regarding the 
two reports. The organisation report (Appendix 8) was circulated by BreaCan to their staff 
and volunteers, and both BCNA and BreaCan forwarded the report for women (Appendix 9) 
to members of their organisation via email and Twitter. I received numerous emails from 
women who had had breast cancer (both participants and non-participants) who expressed 
their interest in reading the report and commented on how it resonated with their own 
experiences. A few women also mentioned picking up on differences between their 
experiences and those of other women. I believe that by presenting the experiences of women 
from minority backgrounds, and by identifying the gaps in breast cancer information and 
resources, some space has been opened for a broader representation of women’s experiences 
of breast cancer. 
Whilst the limitations of the design and methods used in each study were discussed 
throughout this thesis, it is important to reconsider these points in closing. In the first study, 
the focus was on examining how discourses operate on an institutional level, through the 
construction of breast cancer information and support services. This analysis could have been 
complemented and strengthened by an analysis of women’s responses to the website content 
and their use of it. Further, as noted previously, this would have strengthened the link 
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between the first and second studies. In addition, the accounts of breast cancer were gathered 
and created in the context of individual interviews, which is a non-naturalistic setting. My 
role as the interviewer, the types of questions I asked (and when and how I asked them), and 
how participants responded to me as the interviewer would have all played a role in how each 
participant’s account was constructed. It is therefore important to remember that although the 
participants’ talk of breast cancer was shaped by broader discourses regarding health, illness, 
and breast cancer, it was also co-produced within a particular micro-context and any 
extrapolations of the data should be made with caution. 
7.6. Conclusion 
This thesis presents a two-fold analysis of the pink ribbon culture of breast cancer, by 
offering insight into how breast cancer is currently constructed both on an institutional level 
and on an individual level. In keeping with the feminist post-structuralist framework of this 
thesis, I have demonstrated how breast cancer is constructed through discourse and the 
operation of power relations, as well as how women themselves play a role in constructing 
and negotiating meanings attached to breast cancer. This thesis has focused on illustrating the 
ways in which breast cancer is discursively shaped in distinctly neoliberal ways and how 
women’s subjectivity – as women with breast cancer – is embedded and inseparable from 
such constructions.  
The pink ribbon culture offers a supportive, empowering context in which women can 
experience, and deal with, breast cancer. However, while giving the appearance of 
‘inclusivity’, it simultaneously delimits who can participate and whose experiences ‘count’. 
Finally, this illness culture serves to perpetuate neoliberal values of individualism, self-
determination, and control over health and illness. Women with breast cancer are thus 
inscribed as perpetually responsible for monitoring their bodies, as well as for the role they 
play in managing their illness and, ultimately, their health and survival of cancer. 
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Appendices 
 
 
Appendix 1: Written consent from breast cancer organisations for Study 1 
 
      
School of Psychology 
McElwain Building 
The University of Queensland 
St Lucia, QLD 4072 
Australia 
21st September 2012 
 
Dear 
I am currently doing my PhD in psychology at the University of Queensland, which is being 
supervised by Prof Christina Lee (University of Queensland) and Dr Shona Crabb (University 
of Adelaide).   In my project, I am analysing the pink ribbon culture of breast cancer, 
particularly focusing on the illness experiences of culturally and linguistically diverse 
women.  The aim of this project is to identify what information and support services are 
available to women from diverse backgrounds and whether there is anything else that could 
be done for these women.   
 
In the first study, I am analysing the websites of the main breast cancer organisations in 
Australia (BCNA, Cancer Australia, BreaCan and Breast Cancer Care WA), with a focus on 
the information and support that is provided to women with breast cancer.  This study 
involves taking screenshots of the web pages, in order to analyse the use of text, colour, 
images, and layout of the websites and how they all make up certain themes around the topic 
of breast cancer.  As this is a PhD, any analysis that I write will be written in a thesis and in 
academic journal publications, and data will be presented at conferences.   
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Before I write my analysis or any publications, I need to check with your organisation as to 
whether you agree to my use of the images and photographs published on your website, as 
well as screenshots of web pages.  I would remove any identifying information, such as 
names, from the text and would always include reference to your organisation, recognising 
you as the owner of the images.  This project will be supervised at all times, and anything that 
I take from the websites would only be used in an academic context, for research purposes.  
 
If you would be interested, I would be happy to send a summary of my findings and any 
recommendations once my project is complete.  Please could you indicate in writing whether 
you agree to let me use your website for this purpose?  If you have any questions regarding 
my project, then please don’t hesitate to contact me. 
 
Kind regards, 
Alexandra Gibson 
 
 
E-mail Correspondence with Organisations: 
 
BCNA (21st September 2012): 
Hi Alexandra, 
  
It was great to talk on the phone today. I’m pleased to say that your Review & Survey Group 
application is approved, and we are happy to promote your research to the group. Alexandra, 
I wonder if you are after a maximum of 20 women, or whether you are happy with more? If 
it’s a maximum, I think the best thing to do it email the group in say increments of 100-200 
women, to ensure you don’t have to knock women back. 
  
We have quite a few emails scheduled to the group at the moment, but we have an opening 
on Thurs 11 October - does that date suit you? 
  
As for permission to use of images and photos published on our website, BCNA grants you 
permission to use screenshots of our website, however we cannot provide you with blanket 
approval to use photos. This is because the BCNA members in the photos have only given us 
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approval to use their images on our website, but not for other purposes. Alexandra, we ask 
that you please remove or ‘fuzz out’ the photos that appear in the images/screenshots that you 
use. However, if you are really keen to include one or two photos in your research, I can 
endeavour to hunt down the woman in the photograph and ask her permission. 
  
I hope this makes sense! Please don’t hesitate to contact me if you need further clarification. 
  
Warm regards 
  
Annie 
 
Annie Gayed | Policy Officer 
Breast Cancer Network Australia 
agayed@bcna.org.au | T. (03) 9805 2595  
293 Camberwell Rd Camberwell VIC 3124 
www.bcna.org.au | Freecall 1800 500 258 
 
 
BreaCan (19th October 2012): 
Dear Alexandra, 
I am pleased to give you permission to use images and content from BreaCan website in your 
thesis and related publications. 
Kind regards 
Alison 
  
Alison Amos 
MANAGER 
PHONE   03 9921 0833 
FAX      03 9921 0840 
POST     GPO Box 1066, Melbourne VIC 3001 
EMAIL   alison.amos@breacan.org.au 
WEBSITE www.breacan.org.au   
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Breast Cancer Care WA (6th August 2012): 
Hello Alexandra 
Yes we’d be happy to participate and read you’re findings once it is compeleted. 
Kind regards 
 
Donna Rendell 
Chief Executive Officer 
 
1034 Wellington Street, West Perth WA 6005 | PO Box 250, West Perth WA 6872 
T 08 9324 3703 | F 08 9485 2593 | E donna@breastcancer.org.au | W www.breastcancer.org.au 
 
 
 
 
Cancer Australia (10th October 2012): 
I am sorry it has taken so long to reply. While I would normally say yes to this sort of 
request, unfortunately I don’t think it would be worth including our website as part of your 
study. 
 
Why? We have only recently launched the website in the last week and we are still very 
much in a soft launch mode.  Also we are a newly amalgamated organisation (National Breast 
and Ovarian Cancer Centre merged with Cancer Australia last year and we are still only in 
the infancy in terms of our website content (i.e. we still have a big slant towards Breast and 
Ovarian content and not a lot of content yet has been created for other cancers).  You would 
be better to conduct your analysis on much more established websites such as the Cancer 
Council, BCNA, NBCF. 
 
Our previous website NBCC.org.au would have been very suitable for your research but 
unfortunately this website is no longer. 
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I wish you the best of luck with your project. 
 
Kind regards 
   
Lisa Robinson 
Leader, E-Communications 
Cancer Australia 
P: + 61 2 9357 9420 |  M: 0417 022 307  |  F: + 61 2 9357 9477 
www.canceraustralia.gov.au 
 
Dear Lisa, 
 
Thank you for your e-mail.  That’s really good news that Cancer Australia has updated its 
website.  I have been on and it looks really good. 
 
I’m sorry if I didn’t make myself clear in my previous e-mail.  My study actually entailed 
taking screenshots of websites in a given time period (June - November 2011), and I am now 
writing up the analysis of these screenshots.  The reason for this is because websites are 
always changing, so it’s better to analyse them all at once and in a given time period.  So 
essentially it doesn’t matter that the Cancer Australia site has changed now.  I did also note at 
the time of taking the screenshots that Cancer Australia had amalgamated with the NBOCC, 
as this was pointed out on the previous website. 
 
Since this is the case, are there still problems with using the photographs or pictures on the 
previous site?  What I have done with photos from other websites is blur out people’s faces, 
to protect their anonymity and I would be happy to do so for those on the previous Cancer 
Australia site. 
 
Please just let me know whether this is fine? 
 
Kind regards, 
Alexandra 
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Oh – I am sorry.  Yes I did misunderstand.  Of course, please use the screen shots.  Not a 
problem. 
 
Lisa 
Lisa Robinson 
Leader, E-Communications 
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Appendix 2: Recruitment channels for Study 2 
 
Lesbian/LGBT groups: 
 Organisation Location Strategy 
1 LOTL (Lesbian magazine) National Web article 
2 JOY FM (LGBT radio) Melbourne, Victoria Interviewed on Morning JOY 
show 
Running advert 
Interviewed on Saturday 
Magazine show 
3 Lesbian Health Action 
Group 
Brisbane & 
Queensland-wide 
Advert in newsletter 
Advert on Facebook page 
Word of mouth 
Women from ‘CALD’ backgrounds/multicultural groups: 
1 Queensland Multicultural 
Health 
Queensland Poster forwarded to a colleague 
2 Ethnic Communities 
Council of Queensland 
Brisbane & 
Toowoomba, 
Queensland 
Poster  
Word of mouth through cancer 
screening pilot programme 
3 Multicultural Communities 
Council 
Gold Coast, 
Queensland 
Word of mouth through care 
managers 
4 Multicultural Development 
Association 
Brisbane & 
Toowoomba 
(regional area), 
Queensland 
Poster 
Referred to a colleague 
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General breast cancer-related organisations: 
1 BCNA National Advert through the Review & 
Survey Group mailing list 
2 BreaCan Melbourne, Victoria Poster in Resource Centre 
Word of mouth through staff 
members 
Advert in newsletter 
3 Cancer Voices Queensland 
(Advocacy group) 
Queensland Advert through members’ mailing 
list 
4 Cancer Voices South 
Australia 
South Australia Advert through members’ mailing 
list 
Word of mouth 
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Appendix 3: Permission to advertise through the BCNA Review & Survey Group 
 
Hi Alexandra, 
  
It was great to talk on the phone today. I’m pleased to say that your Review & Survey Group 
application is approved, and we are happy to promote your research to the group. Alexandra, 
I wonder if you are after a maximum of 20 women, or whether you are happy with more? If 
it's a maximum, I think the best thing to do it email the group in say increments of 100-200 
women, to ensure you don't have to knock women back. 
  
We have quite a few emails scheduled to the group at the moment, but we have an opening 
on Thurs 11 October - does that date suit you? 
  
[Irrelevant text removed, please see previous email] 
  
Warm regards 
  
Annie 
  
Annie Gayed | Policy Officer 
Breast Cancer Network Australia 
agayed@bcna.org.au | T. (03) 9805 2595  
293 Camberwell Rd Camberwell VIC 3124 
www.bcna.org.au | Freecall 1800 500 258 
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Appendix 4: Participant characteristics 
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Appendix 5: Initial verbal questionnaire 
 
Pseudonym: 
Age: 
Country of birth: 
Home language: 
Relationship status: 
Children: 
Ethnic/cultural background: 
Religion: 
Occupation: 
Highest level of education: 
Location: 
 
Participant Rights: 
• Participation is voluntary 
• Right to withdraw at any time 
• Right to provide as much or as little information in response to questions 
• Identity will be protected at all times (identifying information will be changed and 
pseudonym used throughout) 
• Interviews will be recorded 
• Access to interview material (recordings & transcripts) limited to researcher & 
supervisors 
• Benefits: opportunity to share experiences and provide suggestions on how breast 
cancer organisations can improve access and support; share story with other women 
who have breast cancer  
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Appendix 6: Interview questions 
 
1. Can you please tell me about your experience of having breast cancer?  Please feel free to 
talk about anything that you think has been important about your experience, and let me 
know if there is anything that you do not feel comfortable talking about. 
 
2. Can you describe what it was like when you were first diagnosed? 
i) How did you find out that you had breast cancer? 
ii) Who was with you when you found out? 
iii) How did you feel when you heard the diagnosis? 
 
3. What treatment are you receiving/have you received for the cancer?  And how have you 
found the experience of having treatment?  
i) What are/were the HCPs (health care providers) like? 
ii) Who usually comes/came with you? 
iii) Do/did you have any form of support? And if so, who supports/supported you, or 
what have you found supportive? 
iv) How are your relationships with others (e.g., partner, friends, children, family, 
colleagues, community etc.)?   
v) How do/did you deal with any physical changes to your body, either from the 
illness or treatment?   
vi) How do/did you feel about these changes? 
vii) If you could, is there anything that you would change with regards to any aspect 
of your treatment? 
 
4. Where have you found most of your information about breast cancer?  (Have you 
accessed any BC websites, contacted BC organisations or helplines?) 
 
5. Can you describe any particular challenges while having breast cancer? 
 
6. (If applicable) What is it like now that the treatment is over? 
i) How do you feel at this point in your life? 
ii) How do you spend your time? 
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iii) Have your relationships with others changed in any way? 
7. What is it like when you talk to other people about having breast cancer? 
i) How do you feel telling people? 
ii) What was it like talking about it during treatment?   
iii) What was it like talking about it after treatment? 
 
8. How do you understand the term “survivor”? 
i) Do you identify as a “survivor”? 
ii) If not, are there other ways in which you prefer to understand your experience? 
iii) How do you feel about all the breast cancer campaigns, the symbols for breast 
cancer, and the way breast cancer is portrayed socially? 
 
9. Have you participated in any breast cancer groups or organisations?  If so, can you please 
tell me more about what it has been like? 
 
10. How do you feel about events that are held for women with breast cancer? 
i)  What is it about these events that make you want to/not want to participate? 
ii)  Is there something that you feel stops you from being able to take part? 
iii)  Is there anything that could be done to make you feel more comfortable to 
participate? 
 
11. Based on your experiences, do you have any suggestions for breast cancer organisations 
on things that they could improve, or any advice for women with breast cancer? 
 
12. Is there any part of your experience that you would still like to talk about, or anything you 
feel that we haven’t spoken about yet?   
 
13. How are you feeling now, after everything that we’ve spoken about? 
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Appendix 7: Non-disclosure agreement 
 
 
 
School of Psychology 
Research Assistant Non-Disclosure Agreement 
 
 
The Pink Ribbon Culture: Constructions of the Breast Cancer Experience 
 
This study is being conducted by Alexandra Gibson, under the supervision of Prof Christina 
Lee (University of Queensland) and Dr Shona Crabb (University of Adelaide).  I understand 
that the interviews are of a sensitive and personal nature, and that they involve women talking 
about their experiences of having breast cancer.  I understand that transcribing the interviews 
may, at times, involve listening to emotionally difficult accounts, and that I am free to stop 
transcribing, if I feel that I cannot continue to work with the material.  I agree that by signing 
this I will not discuss personal details of the interviews with people who are not involved in 
this research project. 
 
Name: 
____________________________ 
Signed: 
_____________________________ 
Date: 
_____________________________ 
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Appendix 8: Report for breast cancer organisations 
Women’s Experiences of 
Breast Cancer 
A snapshot of the stories of women from minority 
groups in Australia: Organisation Report 
 
 
Alexandra Gibson, Christina Lee & Shona Crabb  
2014 
 
                
 
This report presents a brief account of the findings from a PhD research project conducted 
from 2011 to 2014 in Australia, which involved an analysis of Australian breast cancer websites 
and an interview study with women from minority groups who have had breast cancer. The 
focus of this research was on how information and support services were presented to women 
from minority groups, and how women described this experience for themselves. This 
information is directed towards the participating breast cancer organisations and any other 
community groups or organisations that aim to help women with breast cancer.  
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Suggestion for reference: 
 
Gibson, A., Lee, C., & Crabb, S. (2014). Women’s experiences of breast cancer: A 
snapshot of the stories of women from minority groups in Australia: Organisation report. 
Brisbane: University of Queensland. 
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Women’s Experiences of Breast 
Cancer: A snapshot account 
 
 
Introduction 
This report summarises two studies from a PhD project in psychology. The project was 
conducted from 2011 to 2014 by Alexandra Gibson at the University of Queensland. 
The overall focus of this project was to examine how we understand the experience 
of breast cancer in Western societies, like Australia, on both a social and a personal 
level. We were particularly interested in considering: (1) what space is provided for 
women who come from a range of minority groups, in terms of the information and 
support services offered to women with breast cancer, and (2) how women, from 
different minority groups, experience breast cancer and what meanings they attach to 
the experience.  
 
The first study of this project involved an analysis of four prominent breast cancer 
organisations’ websites in Australia. The focus was on considering how information 
and support services were presented and how women from minority groups were 
represented on the websites. The second study involved interviewing women from a 
range of different backgrounds, to consider how they experience and make meaning 
of their illness.  
 
We are very grateful to the organisations that allowed us to analyse their online 
material and helped us to find women to interview. Where the report below is critical, 
it is with the aim of supporting and further enhancing the very valuable services 
provided by these organisations. 
 
Alexandra worked in collaboration with Christina Lee, who is based at the University 
of Queensland, and Shona Crabb, who is based at the University of Adelaide. Like 
Alexandra, both Christina and Shona are committed to furthering women’s health. 
This research was ethically approved by the School of Psychology at the University of 
Queensland (12-PSYCH-PhD-16-JS). 
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Study 1: Representations of Women from Minority Groups 
on Australian Breast Cancer Websites 
The websites of four of the most well-known and active breast cancer support 
organisations in Australia were analysed for this study. This included Breast Cancer 
Network Australia (BCNA), BreaCan, Breast Cancer Care WA, and Cancer Australia. 
Permission was gained from all four organisations to reproduce the website content, 
on the agreement that all faces in photographs were blurred to protect people’s 
anonymity. This study involved a fine-grained analysis of the use of text, images, 
colour, and layout. When combined, these aspects of the websites present particular 
messages about what it means to have breast cancer, how women should respond, 
what they can and should do, and where they can draw support. We paid close 
attention to how women from minority groups were addressed and represented on the 
websites. We were especially interested in how lesbians or women in same-sex 
partnerships and women from culturally and linguistically diverse (CALD) and 
Indigenous backgrounds were addressed.  
 
Lesbians/Women in Same-Sex Partnerships 
Of the four websites, BCNA was the only organisation that specifically addressed 
lesbians or women in same-sex partnerships. This information was presented on the 
page addressing ‘Family and Friends’, which is shown in Figures 1 and 2: 
 
Figure 1: ‘Family & friends’, BCNA 
182
 Figure 2. ‘Same-sex partners’ on ‘Family & friends’ webpage, BCNA 
 
This section firstly addresses ‘partners’ and then ‘same-sex partners’. This 
presentation of information to two sets of partners (male and female), is important 
and could be useful to women and their partners. The paragraph targeted to lesbians 
also highlights the unique difficulties that lesbians can face: 
“Some lesbians say that during their breast cancer journey they are 
aware of a difference between their experience and those of 
heterosexual couples. They tell us that ‘coming out’ to health 
professionals and breast cancer support groups can be almost as 
stressful as the breast cancer itself.”  (BCNA) 
 
Lesbians can experience difficulties, concerns, and have different experiences to 
heterosexual women, a point which has been shown both in our second study (see 
below) and in other researchi. Lesbians can still face discrimination from health care 
professionals, and some also describe having varied experiences compared to 
heterosexual women in the support that they receive from their partners and/or 
friends. At times, lesbians talk of the benefits of having a partner who is herself a 
woman (who may be better able than a man to understand how a woman feels about 
her breasts, for example). But at other times, lesbians describe the difficulty that 
breast cancer can place on female partners, who may feel more threatened and 
vulnerable, since they are women themselves.  
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The information provided on the BCNA webpage certainly acknowledges that lesbians 
may face unique difficulties or experiences in having cancer. Nevertheless, although 
the language choice is subtle, the choice of the terms ‘partners’ and ‘same-sex 
partners’ seems to present men as ‘real’ or ‘normal’ partners and female partners as 
unusual. One way of improving this is by referring to ‘male partners’, when 
information is specifically directed towards men, and to ‘female partners’, when 
information is tailored to women. This helps to equalise all relationships.  
 
In the analysis, none of the websites used any photographs or images (e.g., rainbow 
flags) that depicted sexual diversity or women who might identify as lesbian or who 
are in same-sex relationships. Such visual representations can be effective if 
organisations wish to convey their support for women of varied sexual orientations. As 
shown in Figures 1 and 2, even on a page that does address lesbians, the two 
photographs feature heterosexual couples, perhaps missing an opportunity to show a 
positive message of inclusivity.  
 
A lot of information and resources were offered to male partners of women with 
breast cancer throughout the websites. For example, the most often cited resource 
was ‘When the woman you love has early breast cancer’ by Cancer Australia, but this 
resource is clearly only directed towards men (see Figure 3). No equivalent resource 
for female partners was identified in any of the websites.   
 
Figure 3. ‘When the woman you love has early breast cancer’, Cancer Australia 
 
Although lesbians or women in same-sex partnerships make up a minority of women 
with breast cancer, they are still a distinct group of women in Australian society. 
When interviewed about their experiences of breast cancer in Study 2, the lesbian 
participants emphasised the importance of having their needs recognised and met, 
and that at times these can differ from those of heterosexual women. Although only 
four women who identified as lesbian were interviewed, their experiences mirrored 
previous research and confirmed one of the conclusions of the website analysis, that 
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greater attention to the experiences and needs of lesbians or women in same-sex 
partnerships would be warmly welcomed by such women. 
Women from CALD or Indigenous Backgrounds 
Much more attention was paid to women from CALD backgrounds or Indigenous 
women. Three of the four websites specifically targeted women from CALD or 
Indigenous backgrounds through information or advertised support services. This was 
demonstrated, for example, by the provision of information in different languages 
(e.g., by BreaCan and Cancer Australia) or a facility for having a webpage translated 
(e.g., the BreaCan homepage and welcome message). This integration of women from 
various backgrounds was occasionally shown in photographs, when women from 
different cultural groups were shown as taking part in activities unrelated to their 
cultural background, as seen in Figure 4. 
 
 
Figure 4. ‘Initiatives & Projects’ page, BreaCan 
 
However, nearly all the information specifically directed towards women from CALD 
or Indigenous backgrounds was on a single topic: breast awareness. For example, 
Breast Cancer Care WA addresses Indigenous women, suggesting that they are 
particularly likely to miss screenings because of a lack of education, while Cancer 
Australia offers a resource entitled ‘I acted early, I survived’, which is translated 
from English into Arabic, Chinese, Greek, Italian, and Vietnamese. Breast cancer 
screening and cancer survival rates of Indigenous women and women from CALD 
backgrounds are lower than those of other Australian women, making this type of 
resource and information important. However, the focus could unintentionally 
stigmatise women from cultural minority groups by presenting them as particularly 
poorly educated.  
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Across the four websites, of the 38 photographs analysed, only three contained 
women who appeared to be ‘culturally diverse’ (BreaCan and Cancer Australia) and 
five – all in special ‘Indigenous’ sections – featured recognisably Indigenous women 
(Cancer Australia and Breast Cancer Care WA). The inclusion of more varied 
depictions of women with breast cancer could be an easy way to present the websites 
and organisations as welcoming of women from a wide range of social and cultural 
backgrounds. 
 
Concluding Remarks 
All four websites provide extensive, in-depth information and support services for 
women with breast cancer, and for other people in their lives. These websites offer 
many resources for women, advertise events in which women can take part, and 
provide resources for their emotional, social, and physical wellbeing. Women 
interviewed in Study 2 found the websites beneficial, helpful, and empowering 
sources of support and information. However, as discussed, there were distinct gaps 
in the information directed towards partners, which assumed all partners were men, 
and there was little acknowledgement of the circumstances that lesbians might face 
in dealing with cancer or any solutions offered in how lesbians might deal with these 
problems. Similarly, although women from CALD or Indigenous backgrounds were 
addressed, messages focused on breast screening, while other important issues were 
overlooked, for example, what it might be like to undergo treatment offered in a 
foreign language or that contradicts their cultural values or beliefs.  
 
Although it is not possible to meet the needs of all social groups at all times, it is vital 
to bear in mind the fact that language and images can have very important effects 
regarding the messages that are transmitted to women with breast cancer. When 
putting together information, advertising support services, or developing resources, it 
can be useful to think about who is being addressed, how they are being addressed, 
and who might be overlooked.  
Study 2: The Experiences of Women from Minority Groups 
After doing the website analysis and reviewing breast cancer research, we were 
interested in hearing about the experiences of women who came from varied 
backgrounds and who might not have had a chance to tell their stories. This is 
because breast cancer support and information very often gives the impression that it 
is only directed towards women who are white, heterosexual, and middle-class. 
Thanks to organisations such as BCNA (especially the Review & Survey Group), 
BreaCan, Cancer Voices, JoyFM and others, we were able to interview 27 women 
across Australia.  
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Who participated? 
A wide range of women generously shared their stories, including 15 women in 
rural/remote areas, 10 from ‘culturally and linguistically diverse’ backgrounds, and 4 
who identified as lesbian or being in same-sex partnerships. Women from their 20s to 
their 70s took part: some were in paid employment, some retired, and some studying. 
What did it involve? 
Each woman took part in a telephone interview which lasted about one hour. Their 
stories were compared and analysed to see what these women thought was important 
about their experience of having breast cancer, and what they found helpful or 
difficult.  
The Report: Women’s Varied Experiences of Breast Cancer 
The women who participated shared many different experiences of dealing with 
cancer, and talked about the support that they did or did not receive. Although the 
quotes presented below might not speak to all women, they illustrate the variety of 
experiences, and highlight some of the things that these women found were helpful or 
difficult. 
 
What Helped Women through Breast Cancer 
Across the interviews, women shared positive stories about people who supported 
them while going through cancer, or resources that made their experience more 
manageable.  
 
Women often spoke warmly about the McGrath Foundation breast care nurses who are 
situated across Australia, and described the emotional and practical benefits of being 
in contact with a breast care nurse. Several described particular nurses who appeared 
to go out of their way to help. 
“My breast care nurse… I could ring them up and leave my messages and I 
had lots of questions, so I could ring up, leave my questions whenever and 
they’d always get back to me…”  
 
“A nurse from the hospital used to come out and see me… and that was a 
great support to know that she was available…”  
 
“When I was diagnosed, a breast nurse gave me a bunch of information…” 
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Several women living in regional areas described their enjoyment in taking part in 
exercise programs such as Encore or dragon boating: 
“…for me it was just wonderful, it was so wonderful to just be with 
women who had been going through exactly the same thing…” 
 
“I like doing exercise and I suppose I also like the idea of actually doing it 
with a group of people who had a similar experience… sharing something in 
common…” 
 
Women also experienced these physical and emotional benefits when they took part 
in support groups, information workshops, or other activities run by breast cancer 
organisations. Through these experiences, women came into contact with other 
women with breast cancer and with breast cancer organisations. These are both 
valuable sources of support and information for women while they deal with cancer. 
“I find that The Beacon magazine [by Breast Cancer Network Australia] 
is wonderful. It has fabulous articles in it and you relate to them and 
you don’t feel alone…” 
 
“…they’ve all had breast cancer… they’ve all been there and you know 
that if you say something that someone in the general world might 
look at you askance, they would know what you’re talking about.” 
 
Women also talked about feeling supported when their personal needs were 
recognised and met, for example: 
“I linked in with them, because fantastically they have a same-sex 
[lesbian] women’s group… it’s a safe and supportive environment… and 
the fact that same-sex women have different issues to heterosexual 
women… it’s fulfilling a need in a community that you know previously 
has been ignored and just wasn’t there…” 
 
“…my surgeon actually gave me a lot of information. Because I was a 
need-to-know person, I’d say, ‘Well what about this and that? What 
does this and that mean?’ And he just basically told me straight out...” 
 
The women in this study had many different needs – some preferred having a lot of 
information, while others preferred only to know the basics at each stage of 
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treatment. What stood out across the stories was that women felt supported and 
listened-to when their personal preferences and circumstances were recognised by 
others. 
 
What Women found Difficult 
The women also recounted difficult experiences. In particular, many women said they 
were shocked to receive a diagnosis despite having gone for regular breast screening.  
“...it was a huge shock of course. I’d had a mammogram two years 
earlier just because I thought I was getting towards the age when one 
should and, unknown to me, at the time the specialist who analysed it 
recommended re-examination in twelve months... I wasn’t given this 
information at the time and I found it out by accident, nearly two 
years later. So I went straight back to my GP and I said I want another 
mammogram now, and as a result of that it was diagnosed so you know 
it could have been diagnosed earlier...” 
 
Others talked about sensing something was wrong in their bodies, but feeling dismissed 
by doctors. 
“I’d had concerns about my breasts and I went to one of the public 
hospitals here and I saw a horrible surgeon who told me to get out and 
stop wasting his time and then two years later it had turned into 
breast cancer...” 
 
Similarly, several women spoke of difficulties with particular health care professionals, 
and talked about going elsewhere to obtain the care that they needed. 
“I was just so, probably disillusioned with everybody that I had, I did get a 
second opinion… I came away from that feeling like I had got a second opinion 
on those questions that I had and went forward...” 
 
Women living in rural/remote areas talked about the difficulties of accessing 
treatment, or having limited access to support services that are usually available in 
major cities. 
“…people don’t understand the needs of rural people… I mean you still 
gotta travel a long way, and it’s very disruptive to your world to have 
radiation or chemo…” 
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“…there’s nobody, when you come back to your town. Who do you go 
and see? … I mean perhaps there’s a visiting psychologist or something, 
if you wanted to do that, but you know, at a hundred and fifty bucks 
each… most people couldn’t afford that…” 
 
Some other women described having to take the first step in contacting their local 
breast care nurse. 
“I had to approach them [breast care nurse], so I think maybe it’s because 
there wasn’t enough breast nurses around…” 
 
Some also experienced difficulties when their particular needs were not met, or when 
their personal circumstances were not taken into consideration.  
“…there’s not a lot of younger women information out there for same sex 
or lesbian women, you know, a lot of the information that’s for younger 
women really targets only the issue of fertility for heterosexual women…” 
 
Migrant women whose families lived overseas described some of the cultural 
differences that they experienced. Some said that cancer was dealt with differently 
in their country of birth compared to Australia. This could sometimes be difficult to 
balance. 
“…I suppose there’s still… different expectations in different cultures and 
I feel like, sometimes caught up between the two. Like, you know, here [in 
Australia] you’re encouraged to talk about it, you’re encouraged to 
articulate your fears and your hopes… but back home, people think ‘Well 
she’s had this, she’s had the operation, she’s had the treatment, she’s 
fine’. And they think I’ve had something, I’ve dealt with it and I’m back to 
my previous, normal self, whatever that is. But I’m not the previous me!” 
Women’s accounts of the difficulties they faced during cancer were extremely varied. 
Some were to do with interactions with specific people, and others were more related 
to circumstances – living in rural/remote areas, being lesbians or same-sex partnered 
women, or coming from ‘culturally and linguistically diverse’ backgrounds.  
 
Notably, many women felt disillusioned when they were diagnosed with breast cancer, 
even after regularly attending breast screening. It may be useful for organisations to 
promote the message that mammograms are designed to detect cancer early, not 
prevent it from happening. Organisations might also emphasise the fact that early 
diagnosis and treatment leads to better outcomes.   
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Take Home Messages 
The purpose of this research was to explore the variety of women’s experiences in 
having breast cancer, and to consider what opportunities there are for extending 
existing support services to make them suitable for women from a wider range of 
circumstances. The suggestions presented here are based on an in-depth analysis of 
the websites and the women’s stories.   
 
1) Ensure resources are accessible for all women 
Some resources are only available in some areas. Rural women may have difficulties 
accessing services, even though there are more and more services offered in some 
rural centres. It is essential that resources continue to be developed especially for 
women in hard-to-reach groups. Many women were very positive about the benefits of 
resources such as breast cancer newsletters, websites and information packs 
(specifically, the My Journey Kit offered by BCNA). This highlights the benefit of 
continuing to produce these resources, as well as going online to provide resources 
across a country as large as Australia. 
 
2) Recognise the variety of women’s social backgrounds 
Our research, and that of others (see references), has shown that very often breast 
cancer support and information appears to be addressed only to women who are 
white, heterosexual, and middle-class. It can sometimes be difficult for organisations 
to cover all women’s experiences in the information or resources that they offer. 
However, it is possible to make sure that information is written in a way that does not 
exclude women in minority groups. Information should be written in a way that can 
be applied to many women’s lives. For example, this could mean ensuring that 
language is neutral (using the word ‘partner’ instead of ‘husband’, for example). 
Other ways of showing that an organisation is welcoming of women from a range of 
backgrounds include offering information in different languages, like some 
organisations already do, or displaying symbols (e.g., the Indigenous flag, or a 
rainbow flag for sexual diversity) on their websites, resources, or in their offices. As 
some women pointed out, it can sometimes help to have specific information that 
addresses their needs or experiences. This also means going beyond listing difficulties 
that women might face, to include helpful suggestions or advice on how women could 
deal with particular problems that they experience. 
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3) Listen to women’s stories 
Everyone has different needs, wishes, and personal circumstances. It is therefore very 
important that support organisations and health care professionals offer support, 
information, and treatment in such a way that meets women’s different needs. If 
organisations have not already done so, they could collaborate with women from a 
range of social backgrounds, to ensure that their information and support services are 
provided in a way that is respectful and applies to women’s varied, lived experiences. 
As the women in this study showed, they had the most positive, helpful experiences 
when they felt respected, heard, and their individual needs were recognised by others.  
 
For further information or comments, please contact: 
Alexandra Gibson 
University of Queensland 
alexandra.gibson@uqconnect.edu.au  
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Appendix 9: Report for women 
Women’s Experiences of 
Breast Cancer 
A snapshot of the stories of women from minority 
groups in Australia 
 
 
Alexandra Gibson, Christina Lee & Shona Crabb  
2014 
 
                
                   
 
This report presents some findings from a research project conducted from 2011 to 2014 in 
Australia. Part of the project involved interviewing women in minority groups, including women 
who lived in rural/remote areas, or who were lesbian, or who were from varied cultural 
backgrounds. This report focuses on what our participants found helpful and what difficulties 
they faced while dealing with breast cancer. Thank you to the women who so generously gave 
of their time to share their stories, so that we can help to improve services for others. 
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Suggestion for reference: 
 
Gibson, A., Lee, C., & Crabb, S. (2014). Women’s experiences of breast cancer: A 
snapshot of the stories of women from minority groups in Australia. Brisbane: University 
of Queensland. 
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Women’s Experiences of Breast 
Cancer: A snapshot account 
 
 
The Project: Women with breast cancer – Are your voices heard? 
It’s easy for your voice to get lost in the sea of people who are diagnosed with cancer. 
We were interested in hearing about the experiences of women who come from a 
range of backgrounds and who might not have had a chance to tell their stories. 
Thanks to Breast Cancer Network Australia (BCNA), BreaCan, Cancer Voices, JoyFM 
and other organisations, we were able to talk to 27 women across Australia.  
 
Who participated? 
A wide range of women generously shared their stories, including 15 women in 
rural/remote areas, 10 from different cultural backgrounds, and 4 who identified as 
lesbian or being in same-sex partnerships. Women from their 20s to their 70s took 
part: some were in paid employment, some retired, and some studying. 
What did it involve? 
Each woman took part in a telephone interview which lasted about one hour. Their 
stories were compared and analysed to see what women thought was important about 
their experience of having breast cancer, and what they found helpful or difficult.  
The researchers 
This research was part of a PhD project conducted by Alexandra Gibson at the 
University of Queensland. Alexandra is interested in how we understand the 
experience of breast cancer in Western societies like Australia. She firstly analysed 
how Australian breast cancer websites present information and resources, particularly 
when they address women from different social backgrounds. This led her to look for 
women who could tell their side of the story. Alexandra works in collaboration with 
Christina Lee, also at the University of Queensland, and Shona Crabb, at the 
University of Adelaide. Like Alexandra, both Christina and Shona are committed to 
furthering women’s health. This research was ethically approved by the School of 
Psychology at the University of Queensland (12-PSYCH-PhD-16-JS). 
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The Report: Women’s Varied Experiences of Breast Cancer 
The women who participated in the project shared many different experiences of 
dealing with breast cancer, and spoke of the support that they did or did not receive. 
The experiences and quotes presented below might not speak to all women, but they 
are meant to show a range of experiences, and highlight some of the things that these 
women found helpful or difficult, so that we can learn from their experiences. 
 
What Helped Women through Breast Cancer 
Across the interviews, women shared positive stories about people who supported 
them while going through breast cancer, or resources that made their experience 
more manageable.  
 
Women often spoke warmly about the McGrath Foundation breast care nurses, who 
are located across Australia, and described the emotional and practical benefits of 
being in contact with a breast care nurse. Several women described particular nurses 
who went out of their way to help. 
“My breast care nurse… I could ring them up and leave my messages and I 
had lots of questions, so I could ring up, leave my questions whenever and 
they’d always get back to me…”  
 
“A nurse from the hospital used to come out and see me… and that was a 
great support to know that she was available…”  
 
“When I was diagnosed, a breast nurse gave me a bunch of information…” 
 
Several women living in regional areas enjoyed taking part in exercise programs such 
as Encore or dragon boating: 
“…for me it was just wonderful, it was so wonderful to just be with 
women who had been going through exactly the same thing…” 
 
“I like doing exercise and I suppose I also like the idea of actually doing it 
with a group of people who had a similar experience… sharing something in 
common…” 
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Women also experienced these physical and emotional benefits when they took part 
in support groups, information workshops, or other activities run by breast cancer 
organisations. Through these experiences, they came into contact with other women 
with breast cancer and with breast cancer organisations. These can be valuable 
sources of support and information about dealing with cancer. 
“I find that The Beacon magazine [by Breast Cancer Network Australia] 
is wonderful. It has fabulous articles in it and you relate to them and 
you don’t feel alone…” 
 
“…they’ve all had breast cancer… they’ve all been there and you know 
that if you say something that someone in the general world might 
look at you askance, they would know what you’re talking about.” 
 
Women also talked about feeling supported when their personal needs were 
recognised and met, for example: 
“I linked in with them, because fantastically they have a same-sex 
[lesbian] women’s group… it’s a safe and supportive environment… and 
the fact that same-sex women have different issues to heterosexual 
women… it’s fulfilling a need in a community that you know previously 
has been ignored and just wasn’t there…” 
 
“…my surgeon actually gave me a lot of information. Because I was a 
need-to-know person, I’d say, ‘Well what about this and that? What 
does this and that mean?’ And he just basically told me straight out...” 
 
The women in this study had many different needs – some preferred having a lot of 
information, while others preferred to know just what they needed at each stage. 
What stood out across the stories was that women felt supported and heard when 
their personal preferences and circumstances were recognised by others. 
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What Women found Difficult 
The women also described difficult experiences. In particular, many women said they 
were shocked to be diagnosed with cancer, despite having gone for regular breast 
screening.   
 “...it was a huge shock of course. I’d had a mammogram two years 
earlier just because I thought I was getting towards the age when one 
should and, unknown to me, at the time the specialist who analysed it 
recommended re-examination in twelve months... I wasn’t given this 
information at the time and I found it out by accident, nearly two 
years later. So I went straight back to my GP and I said I want another 
mammogram now, and as a result of that it was diagnosed. So, you 
know, it could have been diagnosed earlier...” 
 
Others talked about sensing something was wrong in their bodies, but feeling dismissed 
by doctors. 
“I’d had concerns about my breasts and I went to one of the public 
hospitals here and I saw a horrible surgeon who told me to get out and 
stop wasting his time and then two years later it had turned into 
breast cancer...” 
 
Similarly, several women spoke about having difficulties with particular health care 
professionals, and needing to go elsewhere to get the care that they required. 
“I was just so, probably disillusioned with everybody that I had, I did get a 
second opinion… I came away from that feeling like I had got a second opinion 
on those questions that I had and went forward...” 
 
Women living in rural/remote areas talked about the difficulties of accessing 
treatment, or having limited access to support services that are usually available in 
major cities. 
“…people don’t understand the needs of rural people… I mean you still 
gotta travel a long way, and it’s very disruptive to your world to have 
radiation or chemo…” 
 
“…there’s nobody, when you come back to your town. Who do you go 
and see? … I mean perhaps there’s a visiting psychologist or something, 
if you wanted to do that, but you know, at a hundred and fifty bucks 
each… most people couldn’t afford that…” 
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Some other women described having to take the first step in contacting their local 
breast care nurse. 
“I had to approach them [breast care nurse], so I think maybe it’s because 
there wasn’t enough breast nurses around…” 
 
Some women also experienced difficulties when their particular needs were not met, 
or when their personal circumstances were not considered.  
“…there’s not a lot of younger women information out there for same sex 
or lesbian women. You know, a lot of the information that’s for younger 
women really targets only the issue of fertility for heterosexual women…” 
 
Migrant women whose families lived overseas described some of the cultural 
differences that they experienced. Some said that cancer was dealt with differently 
in their country of birth than in Australia. This could sometimes be difficult to 
balance. 
“…I suppose there’s still… different expectations in different cultures and 
I feel like, sometimes caught up between the two. Like, you know, here [in 
Australia] you’re encouraged to talk about it, you’re encouraged to 
articulate your fears and your hopes… but back home, people think, ‘Well 
she’s had this, she’s had the operation, she’s had the treatment, she’s 
fine’. And they think I’ve had something, I’ve dealt with it and I’m back to 
my previous, normal self, whatever that is. But I’m not the previous me!” 
 
Accounts of the difficulties women faced during cancer were extremely varied. Some 
were because of interactions with specific people, and others were more related to 
circumstances – living in rural/remote areas, being lesbians or same-sex partnered 
women, or coming from different cultural backgrounds.  
 
Many women felt let down when they were diagnosed with breast cancer, particularly 
after they had gone for regular breast screening. It is important to remember that 
mammograms are designed to detect cancer early, not prevent it from happening. 
Breast cancer organisations encourage women to have regular mammograms, because 
early diagnosis and treatment leads to better outcomes.   
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Take Home Messages 
The purpose of this research was to explore the many different experiences that 
women can have while dealing with breast cancer, and to find out how existing 
support services could be made more suitable for women from a wider range of 
circumstances. The suggestions presented here are based on an in-depth analysis of 
all the stories and suggestions women shared.   
 
1) Ensure resources are accessible for all women 
Some resources are only available in some areas. Rural women may have difficulties 
accessing services, even though there are more and more services offered in some 
rural centres. It is essential that resources continue to be developed especially for 
women in hard-to-reach groups. Many women were very positive about how helpful 
some resources were, such as breast cancer newsletters, websites, and information 
packs (specifically, the My Journey Kit offered by BCNA). This highlights the benefit 
of continuing to produce these resources, as well as going online to provide resources 
across a country as large as Australia. 
 
2) Recognise the variety of women’s social and personal 
backgrounds 
Our research, and that of othersi, has shown that very often breast cancer support 
and information is only directed towards women who are white, heterosexual, and 
middle-class. It can sometimes be difficult for organisations to cover all women’s 
experiences in the information or resources that they offer. However, they can make 
sure that information is written in a way that does not exclude some groups. 
Information should be written in a way that can be applied to many women’s lives. 
For example, this could mean making sure that language is neutral (e.g., using the 
word ‘partner’ instead of ‘husband’). Other ways of showing that an organisation is 
welcoming of women from different backgrounds include offering information in 
different languages, like some organisations already do or displaying symbols (e.g., 
the Indigenous flag, or a rainbow flag for sexual diversity) on their websites, 
resources, or in their offices. As some women pointed out, it can sometimes help to 
have information that addresses their particular needs or experiences and be given 
advice on how to deal with problems that can come up while having cancer.  
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3) Listen to women’s stories 
Everyone has different needs, wishes, and personal circumstances. It is therefore very 
important that support organisations and health care professionals offer support, 
information, and treatment in such a way that women’s different needs are met. If 
organisations have not already done so, they could collaborate with women from a 
range of social backgrounds, to ensure that their information and support services are 
provided in a way that is respectful and applies to women’s varied lives. As the 
women in this study showed, they had the most positive, helpful experiences when 
they felt respected, heard, and their individual needs recognised by others.  
 
 
For more information or comments, please contact: 
Alexandra Gibson 
University of Queensland 
alexandra.gibson@uqconnect.edu.au  
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Appendix 10: Information sheet for participants 
 
School of Psychology 
Participant Information  
 
The Pink Ribbon Culture: Constructions of the Breast Cancer Experience 
 
The purpose of the study  
The purpose of this study is to understand diverse women’s experiences of breast cancer.  
This study includes any women who come from diverse backgrounds, feel their experiences 
might have been overlooked, or who have faced particular challenges while having breast 
cancer.  This study is being conducted by Ms Alexandra Gibson as part of the requirement for 
a PhD in Psychology at the University of Queensland under the supervision of Prof Christina 
Lee and Dr Shona Crabb. 
 
Participation and withdrawal  
Participation in this study is completely voluntary and you are free to withdraw from this 
study at any time.  Your choice will not be judged or held against you.  If you wish to stop 
participating, simply tell Ms Gibson during the interview, or when the interview is over.  If 
you do stop participating in the study, any information that you have given will be deleted 
and will not be used for any purpose. 
 
What is involved  
Participants are asked to discuss their experience of breast cancer during an interview, either 
on the telephone or in person.  The interview will last about one hour and will be recorded.  If 
you are happy to share your story further, it will be used to form a booklet of stories.  This 
booklet will be given to breast cancer organisations in Australia and any women with breast 
cancer who might benefit from reading about the experiences of others. 
 
Risks 
Talking about your experience of breast cancer might be difficult at times.  If you feel 
uncomfortable about a question, you can choose not to answer.  If you feel upset after the 
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interview, please talk to Ms Gibson.  If you would like to talk to someone else about your 
experience, please contact a counsellor at LifeLine (13 11 14) or on the Cancer Council help 
line (13 11 20), who can help you to work through any problems that you might still be 
having. 
 
Confidentiality and security of data  
All of the information collected in this study will be stored in a secure locked cabinet and in 
password protected files.  The recordings will be kept for 5 years and then will be destroyed.  
Only members of the research team will have access to the original interviews and 
recordings.  You will be allowed to choose a name which will be used throughout the study.  
Any information that could be used to identify you will be changed.  The information that 
you provide will be used for this project and your story included in the booklet (see What is 
involved).   
 
Ethics clearance and contacts 
This study has been cleared through an ethical review processes at the University of 
Queensland and within the guidelines of the National Statement on Ethical Conduct in 
Human Research.  You are, of course, free to discuss your participation with Ms Gibson (e-
mail: alexandra.gibson@uqconnect.edu.au).  If you would like to speak to an officer of the 
University not involved in the study, you may contact one of the School of Psychology Ethics 
Review Officers: Jolanda Jetten (j.jetten@psy.uq.edu.au, tel 3365 4909), Michael Philipp 
(m.philipp@psy.uq.edu.au, tel 3365 4496) or Jeanie Sheffield (jeanie@psy.uq.edu.au, tel 
3365 6690).  Or you may leave a message with Ann Lee (3365 6448, a.lee@psy.uq.edu.au), 
for an ethics officer to contact you, or contact the University of Queensland Ethics Officer, 
Michael Tse, on 3365 3924, e-mail: humanethics@research.uq.edu.au. 
 
If you would like to learn the outcome of the study in which you are participating, you can 
contact me by e-mail after January 2013, and I will send you an outline of the study and 
findings. 
 
Thank you very much for agreeing to share your story. 
 
Alexandra Gibson 
E-mail: alexandra.gibson@uqconnect.edu.au  
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